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In the past twenty-five years abundant information 
regarding the behavior of endometriosis has been 
acquired. Enlightenment is so far from complete that 
the variegated pattern of this disease leads to a “wide 
open’ field in fundamental research. 

This common gynecologic lesion has undeniably been 
dealt with satisfactorily in many instances, long before 
the entity endometriosis was known to exist. The 
empiric treatment of dysmenorrhea has in the past and 
is now relieving many patients suffering from endo- 
metriosis. Nature (since the beginning of time) has 
employed an efficient prophylactic and curative mea- 
sure for endometriosis, i. e., pregnancy. It is note- 
worthy that the frequency with which the diagnosis of 
endometriosis is made parallels the increased use of 
contraception, the emancipation or rise of womankind 
to careers and/or late marriage with late childbearing. 

As observations on the behavior of endometriosis 
increase, the indications for surgical treatment decline. 
Medical and hormonal therapy have played an increas- 
ingly important role in the management of cases. 
Pregnancy, the best therapeutic measure, comes under 
the leading of hormonal therapy, with respect to 
endometriosis. There are limitations as well as failures 
in nonoperative treatment of heteroplastic lesions. 
Indeed, there are endometrial lesions of such magni- 
tude that surgical treatment is almost an immediate 
necessity when the lesions are discovered. 


NECESSITY FOR SURGICAL INTERVENTION 


I-ndometriosis is a disease of young women, pro- 
ducing symptoms chiefly in the reproductive years. 
This troublesome fact is reason enough to make a 
conscientious physician hesitate before operating. I 
do not regard the diagnosis of endometriosis alone as 
an indication for surgical intervention. 

The management of a woman with endometriosis 
requires the patience of Job. It requires constant 
observation, so that over a period of time one is apt 
to believe that one is seeing a large volume of: cases. 
To determine accurately the incidence of endometriosis 
m my practice, 1,000 unselected consecutive cases were 
taken from the files for analysis. 

_ The diagnosis of endometriosis was made fifty-eight 
times (table 1), for an incidence of 5.8 per cent. 
Table 2 summarizes the management. One half of the 
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patients were successfully cared for without recourse 
to operation. Forty-one per cent were operated on for 
uncontrolled symptoms of endometriosis, while 8.6 per 
cent presented the incidental observation of endo- 
metriosis with other far more important pathologic 
conditions. 

I have found the following conditions to be indi- 
cations for surgical treatment after failures of medical 
therapy (they are listed in order of frequency) : 

1. Dysmenorrhea. This symptom may be the accentu- 
ation of primary dysmenorrhea or an intensification of 
the acquired type. 

2. Pain in the lower quadrant of the abdomen. This 
pain is most frequently in the left lower quadrant. 
Discomfort is usually crampy in nature, although I 
have observed it to be constant in some cases. Men- 
struation accentuates the pain. 

3. Dyspareunia. It is easily understood how endo- 
metrial fixation of the uterine body in the cul-de-sac or 
involved uterosacral ligaments by the same process, 
not to mention adnexal endometriosis, will cause 
dyspareunia. 

4. Menorrhagia. An abnormal loss of blood with 
periods is one of the less common symptoms. It 
should be remembered in discussion of endometriosis, 
as many other gynecologic lesions, that menorrhagia 
may be due to a coexisting pathologic condition. As an 
example, I have encountered advanced endometriosis 
with pelvic inflammatory disease and carcinoma of the 
corpus and cervix uteri as well as malignant conditions 
of the ovary. 

5. Rectal pain and tenesmus. This is a selective 
complaint. If the rectovaginal septum and/or cul-de- 
sac 1s involved, this symptom is easily understood. 

6. Metrorrhagia. Generally, causative factors other 
than endometriosis should be looked for when this 
complaint is noted. I have observed patients with 
endometriosis of the cervix, vagina and episiotomy 
scars to have this symptom following trauma. 

It must be remembered that any combination of these 
symptoms may be present. Finally, I wish to empha- 
size that these women as a rule are not subjected to 
surgical treatment without a trial on medical therapy. 


SURGICAL TREATMENT OF ENDOMETRIOSIS 


Each case of endometriosis must be carefully indi- 
vidualized. The important factors that will aid a 
surgeon in the selection of a given procedure are: 
(1) age of patient, (2) marital status, (3) number of 
children, (4) infertility, (5) acceptance of a conserva- 
tive policy as regards the operation and what it might 
mean in the event of a failure to relieve all the symp- 
toms and (6) emotional balance of the patient. 

With respect to the first point, the treatment of a 
young patient between the ages of 16 and 40 years, 
single or married and without children is briefly 
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presented. The extent of the endometriosis responsi- 
ble for symptoms is exceedingly variable. She may 
have nothing more than one involved uterosacral liga- 
ment with an adherent retroverted uterus or a uterus 
in normal position with bilateral 8 to 10 cm. ovarian 
endometrial cysts along with a liberal cul-de-sac 
involvement. Regardless of the extent, conservative 
surgical treatment should be carried out if possible. 
Many of the implants may be safely removed, the 
ovaries bisected and resected, the uterus suspended if 
necessary and a presacral neurectomy carefully done. 
In addition, the tubes should be carefully inspected to 
confirm patency. Sulfanilamide crystals (5 Gm.) 
should be poured around the adnexa to lessen adhe- 
sions. It is obvious from this description that an 
attempt is made to preserve the childbearing function 
of the patient. 

The patients with severe disease, particularly with 
ovarian endometriosis, have faulty ovulatory function 
before operation, and I have noted ovulation in from 
three to six months following operation. In 43 cases 
of advanced ovarian endometriosis in which I have 
carried out the aforementioned surgical procedures, 
there were 37 per cent conceptions. I have classed 
results in 4.5 per cent of the cases as failures. Although 
in 2 cases there was no pain, the ovarian heteroplastic 
spread was increasingly evident after the sixth post- 
operative month. Roentgen rays, in low dosage, were 
used to bring the lesion under control. The conserva- 
tive steps described have been varied only with exten- 
sive sigmoid involvement. Minimal bowel implants 
were removed if possible. On the other hand, I have 
left superficial areas of endometriosis of the sigmoid 
measuring as much as 2 by 4 cm., removing only the 
complete uterus and leaving resected ovaries in situ. 
Hysterectomy, like pregnancy, interrupts menstrual 
function, and this alone seems to be beneficial. 

Any patient, regardless of age, with symptoms of 
partial bowel obstruction from endometriosis is oper- 
ated on as soon as it is possible to do so. At lapa- 
rotomy, the sigmoid involvement may demonstrate an 
infiltrating lesion that leaves no doubt as to the cause 
of symptoms. In such rare instances, it is necessary 
to do a hysterectomy and bilateral removal of the 
adnexa. Only in the cases of advanced bowel lesions, 
or possibly in women over 45, do I feel that one should 
completely ablate the pelvis. On the other hand, with 
endometriosis in patients over 40 years of age, I have 


TaBLe 1.—Occurrence of Endometriosis in a Gynecologic- 
Obstetric Private Practice (Consecutive, Unselected) 


Number of Cases Pereentage 
Number of Cases with Diagnosis of Cases 
Studied of Endometriosis in Practice 
1,000 58 5.8 


found that a panhysterectomy alone will control most 
lesions and relieve symptoms. It is not necessary to 
castrate women indiscriminately because of endo- 
metriosis. 

In the surgical treatment of endometriosis when I 
have encountered cul-de-sac involvement to any degree 
in the past, I have been reluctant to do a complete 
hysterectomy. However, subtotal hysterectomy has 
little appeal because of the troublesome pathologic 
conditions which may arise in the retained cervix. 

For the two years prior to reporting I have done 
complete hysterectomies with cul-de-sac and uterosacral 
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endometriosis and have encountered no serious diffi- 
culties. Reasonable care must be exercised, but the 
operation is not formidable. Another error that has 
been perpetuated concerns drainage in cases of endo- 
metriosis. Drains have done more harm than good, 
by adding the hazard of secondary infection. There is 
no necessity for this procedure, and I strongly advise 
its abandonment. 


TaBLE 2.—Management of Endometriosis 

No. of Percentage 

Management Cases of Cases 
Surgical treatment for endometriosis.............. 24 414 

Surgical treatment for other disease (endometrio- 

58 100.0 


CONCLUSIONS 

1. Medical and endocrine therapy is of great value 
in the management of endometriosis. 

2. Judiciously spaced pregnancies produce a most 
helpfu! response in endometriosis. 

3. There is no reason for wholesale castration in 
endometriosis. 

4. Surgical procedures must be carefully  indi- 
vidualized. 

5. The conservative surgical approach has been 
found to be worth while and is eminently satisfactory 
for endometriosis. 


MANAGEMENT OF COMPLICATIONS OF 
ENDOMETRIOSIS 


CLYDE L. RANDALL, M.D. 
Buffalo 


Women experience varied discomforts due to endo- 
metriosis. It must first be decided which to consider 
complications of the disease. The site of an endometri- 
oma does not of itself assure development of difficulties, 
and extragenital or extrapelvic foci may mot cause 
eventual distress. Often there seems little correlation 
between the severity of symptoms and the extent of the 
disease. Certainly, for the purposes of this discussion, 
unexpected or undesirable effects of endocrine, radia- 
tion or surgical treatment should not be ascribed to 
endometriosis. I would consider as complications 
disturbances resulting whenever disseminated superficial 
lesions or a single penetrating nodule, symptomatically 
or mechanically, interferes with the function of the 
reproductive, urinary or digestive tracts. 

Such complications give rise to nonspecific symp- 
toms, all of which are commonly due to lesions other 
than endometriosis. The mere fact that a patient’s 
complaints may be due to this disease tends to keep 
attention focused on this possibility. 


DISTURBANCES OF MENSTRUATION 


Among the possible complications of endometriosis, 
the reproductive system might be expected to be most 
frequently disturbed. Yet menstrual irregularities are 
not often due to this disease. Irregular intervals 
between periods or prolonged periods of flow are 
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usually due to systemic factors or pelvic pathologic 
conditions other than endometriosis. It seems evident 
that, while endometriosis may complicate the menstrual 
function, it does not do so in a specific or pathog- 
nomonic manner. 

Menstrual pain has long been regarded as a sign of 
this disease. It has even been suggested that we are 
overlooking early cases of endometriosis among patients 
treated for primary or functional dysmenorrhea. How- 
ever, like pelvic inflammation and neoplasm, endo- 
metriosis frequently gives rise to symptoms that may 
be aggravated at the time of a period, but tend to 
recur throughout the month. Many writers have 
emphasized that the points in the patient’s history 
suggesting endometriosis must be elicited by the 
examiner's questioning. Yet, even with apparently 
“endometriosis-conscious” history taking, dysmenor- 
rhea has been reported as a complaint by not more 
than 40 per cent of women found to have this disease. 

In an attempt to evaluate menstrual pain as a sign 
of endometriosis, associates and I reviewed 2,000 
consecutive menstrual histories given by women under 
40 years of age, who up to the time of writing had 
shown no evidence of endometriosis. Eleven per cent 
were examined because of a primary complaint of dys- 
menorrhea, but, when questioned, an additional 33 per 
cent stated that they had experienced severe (18 
per cent) or mild (15 per cent) cramping at the time 
of their periods. Frequent as menstrual pain may be, 
nevertheless, when the patient describes a classic and 
progressive “acquired” type of pain, a history of dys- 
menorrhea warrants a suspicion of endometriosis. 


DISTURBANCES OF REPRODUCTION 


Dyspareunia often complicates genital tract function, 
and this complaint, like persistent backache, should be 
regarded as so inevitable a result of endometriosis that 
reliei should be expected only with eradication of the 
responsible implants. 

Infertility appears to be a complication; at least it is 
frequently associated with endometriosis. Perhaps we 
have too readily concluded that the disease interferes 
with the reproductive function, but evidence suggests 
that the development of endometriosis is favored by 
infertility. Endometriosis does not regularly interfere 
with ovulation, and it does not close the genital tract 
and actually prohibit conception. Moreover, existing 
fori of endometriosis undergo noticeable resolution 
during a pregnancy. 


DISTURBANCES OF DIGESTIVE TRACT 


Digestive disturbances are rarely due to endometrio- 
sis. However, the rectosigmoid and occasionally the 
appendix or terminal ileum may become involved to a 
degree producing symptoms. Particularly in the recto- 
sigmoid, endometriosis may produce symptoms and 
ow simulating diverticulitis or cancer of the 

wel. 


DISTURBANCES OF URINARY TRACT 

Urinary distress is not often due to endometriosis, 
but bladder function and the caliber of the lower ureter 
may be effected by the disease. Vesicular symptoms 
are most frequently due to implants, giving rise to 
peritoneal adhesions and pain when the bladder is full, 
perticularly discomfort as the full bladder is being 
emptied. This type of involvement usually accompanies 
Ovarian endometriosis and is evident when the peri- 
toneum is opened. 
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NONOPERATIVE TREATMENT 

Roentgen Irradiation—The effectiveness of roent- 
gen irradiation as a means of controlling endometriosis 
has been evaluated by Jenkinson and Brown ' and more 
recently by Schmitz and Towne.*? In a limited experi- 
ence, we have found subcastration dosage of little bene- 
fit, but there is no question as to the effectiveness of 
irradiation when the patient can be treated as to assure 
castration. 

Endocrine Therapy.—At the present time it is diffi- 
cult to evaluate endocrine therapy, which may yet 
provide a nonoperative means of affording relief from 
the discomforts of endometriosis. The use of androgens 
has been suggested by Hirst * and Miller.* Estrogen 
therapy seemed occasionally helpful to Schmitz and 
Towne,’ but its effectiveness in larger dosage is being 
emphasized by Karnaky.® Since Bushnell® has 
recently recommended that patients with endometriosis 
be advised never to take estrogens, there is obvious 
need for further careful study of this whole matter. 
Our results with androgens have been altogether disap- 
pointing. Our experience with estrogen therapy has 
been too limited to justify an impression as to its possi- 
ble effectiveness. 


SURGICAL CONSIDERATIONS 


Management of Dysmenorrhea.—Treatment of the 
patient when dysmenorrhea is due to endometriosis 
requires a decision as the type of lesion accounting for 
such pain. Does dysmenorrhea occur when only exter- 
nal endometriosis is present—when there is no adeno- 
myosis? Does the occurrence of typical acquired men- 
strual pain always mean involvement within the uterine 
wall? At operation, when ovaries adherent and dis- 
torted by endometrial cysts seem to account for 
dysmenorrhea, can the possibility of uterine lesions be 
disregarded, particularly if the uterus does not grossly 
suggest adenomyosis? To date, among 298 patients 
with grossly evident chocolate cysts, we have found that 
39.6 per cent complained only of dysmenorrhea, without 
intermenstrual or menstrual aggravated pain. However, 
among 438 cases in which a removed uterus revealed 
adenomyosis and there had been no appreciable external 
endometriosis at operation, a significantly lower inci- 
dence, i. e., 22.6 per cent of the patients had complained 
only of dysmenorrhea. All would agree that menstrual 
pain may be due to adenomyosis grossly not evident at 
operation. If the uterus and any ovarian tissue are to 
be preserved, a presacral nerve resection may prove 
necessary to relieve the patient’s complaints. However, 
neither dysmenorrhea nor other pelvic pain associated 
with ovarian or parametrial external endometriosis will 
be relieved by presacral neurectomy. Thorough explor- 
ation and adequate resection of involved and suspected 
tissues are equally important if the patient is to be 
relieved. 

Hysterectomy.—Cashman‘* has reported removal of 
the uterus with preservation of uninvolved ovarian 
tissue as an effective treatment for endometriosis. He 
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stated there were no reoperations among his patients 
treated by hysterectomy alone, i. e., without effort to 
remove evident foci of external endometriosis; hence 
there has been no opportunity to observe what happened 
to the endometrial implants that were not disturbed. 
We have had no experience with comparable cases and 
cannot comment on Cashman’s interesting experience. 
Castration or Resection—The general surgeon’s 
treatment of endometriosis has long been excision of 
the chocolate cysts that so often indicate the diagnosis. 
The castration thereby produced has, at least, avoided 
further progress of the disease. Obstetricians doing 
gynecologic surgery have emphasized resection of 
ovaries rather than oophorectomy. Pregnancies have 
been realized in at least one third of such conservatively 
treated patients. However, we must also admit that 
the same carefully preserved ovarian function allows 
persistence or recurrence of endometriosis to a degree 
requiring reoperation in at least 30 per cent of cases. 
Conservative surgical treatment in younger women 
may be followed by later development of more extensive 
erdometriosis in the cul-de-sac, with rectal symptoms 
from fixation of the rectosigmoid against the posterior 


Fig. 1.—The adnexa can be freed from beneath the broad ligament, 
after which the underlying parietal peritoneum can be opened. 


uterus and vagina, persistent backache from thickened 
uterosacral ligaments and even ureteral narrowing 
from the parametrial thickening. A single endomet- 
rioma, or endometriosis retroperitoneal and involving 
the rectosigmoid, requires a choice between removal of 
the involved tissues by resection or control of the 
disease by castration. Either by roentgen irradiation 
or oophorectomy, castration accomplishes symptomatic 
relief easily. Resecting posterior vaginal wall, the 
rectovaginal septum and perhaps a portion of recto- 
sigmoid is a comparatively formidable procedure. How- 
ever, before deciding to handle suspected endometriosis 
in the bowel by castration, one must make certain that 
the lesion is not carcinoma. Moreover, when involve- 
ment of the bowel has progressed to a degree producing 
obstructive symptoms, McGuff and his co-workers * 
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have emphasized the excellent results that can be 
expected without resection. 

Ve would emphasize the variable course of endo- 
metriosis in different patients. After a conservative 
operation, we cannot predict which one may show 
recurrence or extension requiring reoperation within 


Fig. 2.—Peritoneal flaps should be so mobilized as to avoid injury to 
the ureter or its blood supply. 


two or three years and which one will not experience 
further discomfort for ten years. The age factor is 
important. Many surgeons, conservative with a 23 
year old girl, would tend to castrate a 43 year old 
woman with equally extensive disease. All surgeons 
respect the problem of the 30 to 40 year age group, 
particularly when the patient’s distress is due to recur- 
rence a few years after a conservative operation for 


Fig. 3.—The thickened parametrium, particularly the involved utero 
sacral region, can then be removed. ¥ 


endometriosis. Here, indeed, is the necessity to castrate 
or, if all ovarian tissue is not to be removed, to recog- 
nize and adequately excise the involved areas. Again 
to resect ovarian tissue and not free the adherent recto- 
sigmoid from the posterior part of the vagina and cer- 
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yix, to leave ovarian tissue to stimulate implants left 
in the sigmoid wall or in the uterosacral region or to 
castrate and then treat the postmenopausal symptoms 
with estrogens is to invite an early recurrence of 
symptoms and a rightfully dissatisfied patient. 

Effective Conservative Treatment May Require 
Radical Resection—When endometriosis is discovered 
in the cul-de-sac, one should not assume that the disease 
will progress slowly after a conservative operation and 
be satisfied to hope that it will appear that one has 
accomplished more than should be expected from the 
procedure employed. Too many times, thinking that 
we were wisely conservative to leave pelvic adhesions 
undisturbed and the cul-de-sac obliterated, we have 
amputated the fundus at the internal os and, carefully 
preserving ovarian tissue, have left endometriosis in 
the uterosacral region, rectovaginal septum or recto- 
sigmoid, to progress until such time as symptoms jus- 
tify castration. 

\\e are in complete agreement with Beecham’s ® 
plea to bisect the involved ovaries of younger women 
and preserve all the ovarian tissue possible. We are 
also in agreement when he says that one should not 
hesitate to do an indicated total hysterectomy because 
the rectosigmoid is adherent to the posterior aspect of 
the cervix and vagina. If one intends to be conservative 
and preserve ovarian tissue in younger women with 
endometriosis, one should recognize the tendency of 
this disease to extend retroperitoneally and be prepared 
to resect adequately at the time of operation. 

\\hen we recognized the tendency of endometriosis 
to invade the uterosacrals and extend retroperitoneally 
alone the parametrium, it surprised us that symptoms 
due to ureteral compression have not been noted more 
frequently in this disease. Ureteral obstruction and 
eventual hydronephrosis, due to endometriosis in the 
pelvis. have been reported in a few cases. Castration 
has heen the management employed in each instance. 
However, it is not necessary to castrate the patient to 
control this complication of the disease. The adnexa 
can be freed from beneath the broad ligament, after 
which the underlying parietal peritoneum can _ be 
opened (fig. 1). Peritoneal flaps should be so mobilized 
as to avoid injury to the ureter or its blood supply 
(fig. 2). When it appears difficult to develop a line 
of cleavage between rectum and the posterior uterus, 
cervix and vagina, this important step can often be 
accomplished, after opening the parietal peritoneum, 
from a retroperitoneal approach. The thickened para- 
metrium, particularly the involved uterosacral region, 
can then be removed (fig. 3). Dissection is easier if 
there is indication to do a hysterectomy at the same 
time, but it can be accomplished without ligating the 
uterine artery. It takes more time than castration, but, 
in younger women, one should reme.nber that the 
menstrual and reproductive functions usually need not 
be sacrificed to control this disease. 


SUMMARY AND CONCLUSIONS 
Endometriosis complicates menstruation and repro- 
duction, but the disease is not often the factor primarily 
responsible for the frequent disturbances of either 
genital tract function. In younger women with exten- 
sive endometriosis, and those requiring reoperation, the 
complications develop that constitute present problems. 
When castration is permissible, surgical treatment 
can be avoided by roentgen irradiation. The possi- 
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bilities of endocrine therapy deserve further investiga- 
tion. Too many inadequate resections and too much 
conservative but ineffective surgical treatment has been 
done in the past. Implants producing cul-de-sac adhe- 
sions often infiltrate the muscularis of the bowel wall 
and extend retroperitoneally along the parametrium, 
until the induration makes the uterosacral region rigid 
and occasionally the ureter is compressed. In such 
circumstances, castration or extensive retroperitoneal 
dissection is necessary to relieve the patient, and either 
procedure proves effective. 


PANEL DISCUSSION ON ENDOMETRIOSIS 


Dr. Joe V. Meics, Boston, MODERATOR 


Dr. Joe V. Metcs, Boston: Endometriosis is a common 
lesion, but the treatment of the lesion and present understanding 
of it are not very clear. In the past few years we have learned 
a few things, and I hope that our discussants will be able to 
carry these points to you. Endometriosis has a lot to do with 
infertility and also with pelvic pain, dysmenorrhea and the 
incapacitation of patiertts. In the nineties, all that was known 
about it was Dr. T. S. Cullen’s work on adenomyosis of the 
uterus and Dr. W. N. Russell’s work on the small piece of 
tumor he found in the ovary. In 1921, the late Dr. John Samp- 
son presented a fine piece of work, both clinically and patho- 
logically. There are some ideas in Dr. Sampson’s presentation 
that I think need clarification. He said in one or two papers 
that cure of the disease follows removal of the ovaries. I 
am personally sure he did not mean that the ovaries should 
be taken out in every instance. He meant that it might be 
necessary only in the very bad cases. There are other 
approaches which should be tried before one does that. His 
most discussed theory has also been misunderstood. He said 
that endometriosis arose perhaps in some instances from reflux 
through the tubes. Dr. Sampson did not say that all cases were 
caused in this way. He also had other reasons for the causation 
of endometriosis. Endometriosis has much to do with the 
economy of our day. Statistics from our own hospital bear 
that out. It is, I believe, an economic disease. 

Dr. Francis B. Carter, Durham, N. C.: The first question 
is a request for further discussion on adenomyosis located at 
the cornea and the differential diagnosis from interstitial 
salpingitis. In 1887, Chiari made, in my opinion, a real con- 
tribution by calling attention to this entity and to these nodula- 
tions which often were obviously adenomyosis. The English 
school makes a great point of the nodulations which occur at 
the corneal areas. That is as much as | know about their 
diagnosis from so-called interstitial salpingitis. The next ques- 
tion is: Why is endometriosis so infrequently seen after cesarean 
section? Most cesarean sections should be extraperitoneal, and 
endometriosis would not be expected in the peritoneum but in 
the scar. Some scar endometrosis still occurs. That type was 
common in the days when hysterotomies were done abdominally 
and the uterus was curetted through the incision in the uterus. 
I do not know why more endometriosis does not occur. We 
like to pride ourselves on our technic. We do not have so 
much spillage into the muscles; they are protected better with 
our so-called drapes. 

Dr. Crayton T. Beacnam, Philadelphia: Dr. Meigs has 
passed me several questions that have come forward. We are 
asked about the incidence of endometriosis in China, India 
and the Orient. Gynecologists there tell us that the disease is 
rarely seen. If we could compare the economic and educational 
levels of India and the Orient with similar groups in this 
country, I believe we should find the same incidence. We 
rarely encounter the disease in hospital ward practice. On the 
other hand, endometriosis is common in private practice, where 
the economic level and educational background have led to 
late marriage and long periods of use of contraceptive methods. 
Uninterrupted menstrual periods certainly favors the growth of 
endometriosis. Another question asked is: For the 50 per cent 
of our private patients who were treated without surgical 
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intervention, how did we make the diagnosis? Medical and 
hormonal management, which mean the same thing, is employed 
in young women. We do not want to operate on these girls; 
we want them to have children. Frequently, the only complaint 
is dysmenorrhea. The employment of amphetamine N.N.R. 
(benzedrine®) and/or acetylsalicylic acid will usually afford 
relief. Pregnancy must be considered the ultimate in endocrine 
therapy, but why the physiologic amenorrhea causes endome- 
trial implants to regress we do not know. Thus, we advise all 
these girls when married, even though the economic road 1s 
insecure, to become pregnant. The unmarried patients are 
encouraged to marry as soon as possible and, of course, to 
use no contraceptive method. The most valuable endocrine 
preparation we have at hand to enhance the chances of con- 
ception is thyroid. Many patients are hypometabolic and yet 
do not reveal significant basal metabolic changes. The empiric 
use of thyroid substance seems to favor conception. Testos- 
terone is used for certain patients. Symptomatic relief is often 
obtained by using 10 mg. daily from the middle of the cycle 
to the onset of menstruation. If this fails to relieve pain, we 
may use the preparation throughout the cycle. We have 
observed several women who conceived while taking testos- 
terone. Patients must be followed carefully while taking this 
endocrine preparation lest permanent secondary sex changes 
occur. It should not be used continuously beyond two months. 

De. Metcs: Many questions have accumulated. The first 
one is: Will you discuss the mechanism by which endo- 
metriosis induces infertility? I think that is explained by the 
work of Dr. John Rock, Dr. Somers Sturgis and Dr. Wester- 
gren. The ovary can move on its ligament. The tube follows 
the ovary, so that when ovulation takes place the tube is near 
it and can pick up the ovum. In endometriosis the ovary is 
often adherent behind the broad ligament in a position which 
the tube cannot follow. That explains why women with 
endometriosis are often infertile. The next question: “You 
stated that infertility accompanies endometriosis and that prez- 
nancy may cure it. How will you make the patient pregnant?” 
Infertility obviously accompanies endometriosis if the ovary is 
fixed. If the ovary is released and the endometriosis removed, 
there is a good chance for ovulation to take place in proper 
position to the tube. The next question: Does endometriosis 
occur in married women who have borne one or more children 
followed by a long period with no pregnancy? It certainly 
does. This brings up a point I wish to talk about. I have been 
struck by the great difference in the number of patients with 
endometriosis, as Dr. Beacham said a moment ago, in private 
practice versus hospital practice. Eight years ago we inves- 
tigated 400 patients in my private practice and matched them 
against 400 in the Massachusetts General Hospital on the gyne- 
cologic wards. In private practice, 36 per cent of the patients 
had endometriosis. In the Massachusetts General Hospital, 
8 per cent had endometriosis, the reason for the difference 
being that the patients from my own practice on whom I had 
operated were in the age group of 26 and older. These were 
patients who had married late in life. These were the ones 
who decided they would rather go to Bermuda the first year 
they were married than have a baby, and the next year they 
decided they would rather have a new car than have a baby 
and the next year they wanted a maid or a new house, or 
something. They kept putting off childbearing until they were 
26 or 27 years of age. In contrast to these were the women 
on the wards of the Massachusetts General Hospital who 
married at the age of 18 or 19 or 20 and had many children. 
I thought perhaps those figures were fallacious, because I 
was interested in endometriosis and the surgical residents were 
not, but eight years later I repeated the same study. It is a 
fact that 35 per cent of the patients in my private practice 
have endometriosis, and in the Massachusetts General Hospital 
the figure is 8.75 per cent. | believe that endometriosis is 
an economic disease of the times, and a serious one. Young 
persons do not make enough money to have children, and as 
a consequence they practice some sort of birth control and 
put off having children. If they put it off, the woman has 


had at the age of 28, let us say, ten years of menstrual life 
which she was never meant to have. The monkey in the jungle 
begins to procreate as soon as she comes of age. We allow 
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our children to protect themselves against having children 
because of the economics of the times. They cannot afford to 
have children, when, as a matter of fact, I think they cannot 
afford not to have them, because if they do not they later 
come to us gynecologists, and we struggle and work then 
to try to get them pregnant. Fathers and husbands, if they 
are in a fair economic position, should see if they cannot give 
their children money to help them out so they can do as nature 
intended them to do. The figures I have presented should 
illustrate the fact that the problem is an economic one. | 
think it would be a good idea if industry paid more money to the 
young men who want to get married so they can have children 
and live normal lives. | think late marriage and infrequent 
childbearing are the reason for endometriosis. Having been a 
surgeon for twenty years, I believe if a young patient who 
wants children has endometriosis of the sigmoid castration is 
entirely wrong. In these modern days, when we know how 
to do a sigmoid resection and prepare the patient for operation 
with antibiotic substances and sulfonamide drugs, I believe we 
can prepare the patient's bowel, resect the tumor and allow 
her ovaries to remain so that she may have children. One 
ought not to destroy a young woman’s capacity to have children. 

Dre. RANDALL: A> question has been asked as to the 
dosage of diethylstilbestrol U. S. P. If used as an estrogen 
in the management of these patients, diethylstilbestrol is fre- 
quently administered in a manner calculated to prevent ovula- 
tion. Assuming that the effects of progesterone increase the 
symptoms, particularly the discomforts due to implants of 
endometriosis, prevention of ovulation, if possible, should 
decrease the patient's periodic pain. Ovulation can, of course, 
be temporarily inhibited any given month by giving 1 or 2 mg. 
of diethylstilbestrol daily for three weeks, beginning about the 
third or fourth day of the cycle. However, that method repre- 
sents but one school of thought in using estrogenic substances. 
A more interesting possibility is based on the observation that, 
clinically, foci of endometriosis seem to improve remarkably 
during pregnancy. Since the approximate hormone levels dur- 
ing pregnancy are known, one might try to reproduce these 
levels by giving 50 to 125 mg. of diethylstilbestrol daily. While 
this use of the substance has been reported by some inves- 
tigators, its effectiveness has not been generally appreciated. 
Another question has come in: Do you think that normal- 
looking ovaries should be investigated at the time of laparotomy 
when endometriosis is found in the other ovary? Most of us 
are of the opinion that implants of endometriosis develop rather 
slowly. Whenever endometriosis is found in one ovary, if one 
will bisect the other ovary, even when normal looking, a 
small area of endometriosis may be found which, when once 
removed, will not recur. I certainly think that ovarian bisection 
is worth while, as are efforts to excise endometriosis in the 
cul-de-sac, whenever it is intended to leave the patient with 
some ovarian tissue. 

Dr. Meigs: We have many more questions, but I think 
we have all had enough for now. If you will send any further 
questions to me at the Vincent Memorial Hospital in Boston 
1 will see that they are answered. 


Francis Glisson.—In Cambridge the period of the early 
seventeenth century was marked by the appointment of Francis 
Ghsson (1597-1677) to the regius chair. Glisson’s name is 
familiar to every medical student who reaches the stage of the 
second M.B. He was a master in the art of exact clinical 
observation and in the accurate study of morbid anatomy. He 
began a phase of medicine which was to last for more than two 
centuries, a period of individual medicine when the physician, 
with no more equipment than his five senses, his experience, his 
instinct, and his knowledge, would deduce the diagnosis from 
acute and penetrating observation and would prescribe such 
remedies as were known or were believed to be effective. 
Glisson’s name will be familiar to all who are interested in 
medical history because of. his original observations on rickets, 
or morbus anglicorum, and for his classical work on the anat- 
omy of the liver—Sir Lionel Whitby, M.D., British Medical 
Journal, July 3, 1948. 
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THE PRIVATE PHYSICIAN AND 
PREVENTIVE MEDICINE 


BRUCE H. DOUGLAS, M.D. 
Detroit 


The fields of preventive medicine and public health 
have to a large degree been commingled, so that in 
the minds of many the terms are more or less synony- 
mous. Some, however, wish to draw a clearcut lime 
between the two. Many physicians seldom stop to think 
how much of their activity, and how many services they 
render to patients, are actually preventive in character. 
These services are usually rendered as remedial of 
illness and are, therefore, looked on as curative. It is 
difficult to differentiate clearly among public health, 
preventive medicine and curative medicine; indeed, it 
is neither necessary nor really desirable that sharp 
lines be drawn between them. 

Public health is no longer concerned only with envi- 
ronmental factors that influence health. Preventive 
medicine is not limited to some few specific measures 
which when administered to individual persons will 
protect them against certain communicable diseases. 
Nor is curative medicine solely concerned with restor- 
ing health to a patient suffering from some disability 
or disease.t Rather, many things done in any one of 
these three general fields contribute to all three. For 
example, the physician who diagnoses a case of typhoid 
and provides prompt treatment for the illness also real- 
izes that the public health must be protected. First, 
he has the source of infection investigated by the public 
health agency; second, he arranges, if necessary, for 
preventive measures in the form of vaccination of those 
who have been subject to exposure, if perchance the 
source is a carrier whose infection cannot be cleared 
up at once. So without always realizing it as fully as 
they should, those engaged in these three fields must 
cooperate and, in the interest of the public health, 
integrate these phases of medical science. 

The public also needs a fuller appreciation of the 
roles the public health agency and the private physician 
play in protecting its health. They may realize that the 
organized community must provide certain things that 
affect their health, such as a pure water supply and 
safe milk. It should also be realized that certain protec- 
tive procedures having to do with individual persons, 
such as immunization against specific diseases, should 
be, partially at least, the responsibility of the person 
to procure for himself and for his family in the same 
way as food and clothing are purchased. The health 
officer should recognize this relationship and seek to 
educate the public to this point of view. He should 
also seek to organize a health program that will utilize 
to the fullest extent the services of the private physi- 
cians, as well as the facilities of other health agencies 
in the community, and thus provide for the public 
health and preventive medical needs of the people. 
Not all will agree with this concept, for many are of 
the opinion that all preventive procedures should be 
furnished through public clinics and that smallpox vac- 
cination, the administration of protective treatments for 
diphtheria and similar procedures are not the function 
of the private physician. 


From the City of Detroit Department of Health. 
a Read before the Section on General Practice at the Ninety-Seventh 
nnual Session of the American Medical Association, Chicago, June 24, 


1948, 
1. Miller, J. A.; Baehr, G., and L.: Preventive Medi- 


Pa Corwin, E. H. 
cme in Modern Practice, New York, Paul B. Hoeber, Inc., 1942. 
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THE DETROIT PLAN 

In Detroit for approximately twenty years a definite 
program of participation by the private physician in 
giving a number of preventive services in his own 
office has been carried out successfully. This has been 
variously referred to as the “Medical Participation 
Plan” or the “Detroit Plan.” * Many places now use 
various modifications of this method, and it has become 
increasingly evident that the public health agency will 
function most effectively when it works with and has 
the active cooperation of the private physicians of the 
community, 

Briefly, the method referred to as the “Medical 
Participation Plan” provides that, as far as possible, 
those preventive services that consist of technics applica- 
ble to the individual person be administered by the 
private physician. The health department actively 
cooperates in this plan by education of the public to 
the need of preventive services and their availability 
in the community. 

This plan entails an understanding and acceptance 
by the health department, the physician and the public, 
and each of these three must assume a fair share of 
the responsibility, if the plan is to succeed. 

The Health Department.—The health department 
must assume responsibility for the application of the 
programs to be undertaken and in cooperation with 
the physicians, through their medical society, agree 
on the steps to be followed. In general, the health 
department is responsible for the giving out of infor- 
mation to the public regarding the service through the 
various publicity channels, as well as through personal 
instruction and direction by public health nurses, who 
urge those who need the various protective services 
to go to their private physicians. In addition, the 
health department distributes (and usually free of 
charge) the necessary immunizing agents for use by the 
physicians. The necessary forms for reporting work 
done are also provided by the official agency. Finally, 
provision must be made for those unable to pay for 
the service themselves. This may be done by arranging 
a modest honorarium for the physician’s services in 
each case that cannot be paid for by the family. 

It is also necessary for the health department to 
acquaint the physician with the details of the plan and 
the technics to be employed. This may be accomplished 
through postgraduate conferences, the official publica- 
tion of the medical society and visits of medical mem- 
bers of the health department staff to the physician ir 
his own office. This personal contact intended to 
explain the workings of the plan is by far the most 
effective. 

The Physician —The physician’s responsibility is a 
collective and an individual one. First, through the 
organization of the medical society, there should be a 
public health committee available to review and make 
plans with the representatives of the public health 
agency for carrying out and coordinating the various 
programs undertaken. Major matters of policy should 
be referred from this special committee to the execu- 
tive council of the society for approval, so that all 
physicians may know that a given program has the 
official endorsement of the society. The participating 
physician assumes responsibility for being equipped 
to provide the needed preventive services and to explain 


2. Geib, L. O., and Vaughan, H. F.: The Physician as a Health 
Worker, J. A. M. A. 97: 366-369 (Aug. 8) 1931. 
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978 PREVENTIVE 
to parents and others their value. This type of work 
is done largely by those in general practice and by 
pediatricians. Many physicians limiting their work to 
special fields will not wish to participate in this type 
of work. Even such a specialist, however, should have 
an understanding of the programs, and when a mother 
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Chart. 1.—Graph showing annual case rate for diphtheria for certain 
years in Detroit and the percentage of children 0 to 9 years of age 
protected Solid black areas represent the annual case rate. Areas 
diagonally marked indicate the per cent of children 0 to 4 years of age 
inclusive and cross-hachured areas, the per cent of children 5 to 9 years 


of age inclusive who were protected against diphtheria. 


asks for advice regarding protective treatments for her 
child, he should not give the impression that it is a 
trivial matter beneath his dignity as a specialist. Rather, 
he should show a definite interest and, if not doing 
such work himself, refer the patient to a participating 
physician. 

A busy practitioner rushed with the care of many 
sick patients can easily give the impression that immu- 
nizations, physical examinations and other preventive 
services are of secondary importance. With the short- 
age of physicians of the recent war period, it was 
easily understandable that many physicians fell into 
this attitude. If such an impression should be passed 
on to the public extensively, it can readily be seen 
that a serious failure for a medical participation pro- 
gram could develop. It is of paramount importance that 
the practicing physician maintain his interest and 
knowledge of preventive medicine and further that he 
stimulate his patients. A cooperative program of this 
type needs continuous public stimulation. It is, there- 
fore, apparent that each physician has a responsibility 
in making such a program succeed. 

The Public—The public, of course, also has a 
responsibility in this program, which consists largely 
in being willing to take part by seeking preventive 
procedures from the private physician and recognizing 
them as valuable services which should be purchased 
just like food, clothing and shelter. In sharp contrast 
to the costs of medical care for illness, it is possible to 
predict quite accurately the amount of care and the 
time when preventive medical service will be needed. 
Curative medical care is largely unpredictable and, 
therefore, cannot be provided for as readily in the 
family budget. The responsibility of the public, then, 
is largely to have an intelligent understanding of the 
need for preventive services and to seek them. 
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RESULTS OF THE PLAN 

With this brief presentation of the general plan for 
medical participation in public health and preventive 
medicine, it should be of interest to see what has been 
accomplished through this type of plan. 

The protection of children against diphtheria was 
the first of the specific programs undertaken and the 
results have from time to time been reported by Geib 
and Vaughan,’ who were largely responsible for the 
development of the “Medical Participation Plan.” 

This program was started in 1928, at. which time it 
was agreed that no public clinics for the administration 
of protective treatments against diphtheria would be 
conducted and that all such treatments would be given 
in the physicians’ offices. An intensive educational cam- 
paign was started to acquaint every one with the new 
plan. Lists of cooperating physicians who were willing 
to participate were compiled and used to refer parents 
who had no regular physician. Eleven hundred physi- 
cians enrolled during the first two years of the pro- 
gram. This number represented almost all the general 
practitioners of the community and some of the 
specialists. 

The effectiveness of this program is well illustrated 
by chart 1, which indicates the advances made by show- 
ing the proportion protected in each fifth year since 
the program began, together with the case rate. The 
death rate, too, has fallen notably in this period, as 
shown in the tabulation. 


No. of Deaths No. of Deaths 


1948 (to June 1) 0 


It, therefore, has been possible to provide an etlective 
control in a large population and to bring diphtheria to 
a significantly low point. At the onset of this program 
designed for the protection of children against certain 
contagious diseases through immunization, a consider- 
able expenditure by the health department was required 
to pay physicians for those cases in which the parents 
were unable to pay. This cost has steadily dropped, 
however, until now the amount is small without any 
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Chart. 2.—Graph showing numbers of physical examinations per year 
conducted by private physicians on children entering school in Detroit. 


corresponding decline in the number of protective 
treatments. The public has, therefore, become aware 
of the value of such procedures and the physicians have 
succeeded in incorporating the work into their regular 
practice. 


3. Vaughan, H. F.: Medical Participation in Public Health Work, 
Am. J. Pub. Health 22: 933-937 (Sept.) 1932. Geib and Vaughan.* 
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Smallpox vaccination has been carried out in a simi- 
lar way and with equally good results. The proportion 
of children who have been vaccinated by the time they 
enter school is now 81 per cent. There have been no 
cases of smallpox in Detroit in the last five years. 

Vaccination against whooping cough has more 
recently been added to the participation program, and, 
while extensive application has been made (65 per cent 
of children vaccinated at school entrance), the effects 
on the control of this disease are less spectacular. 

School health examinations are included in the medi- 
cal participation program. The health department pro- 
vides an examination form which the private physician 
uses as a guide to the type of examination desired. 
When he has completed it, it is sent in to the school. 
These examinations are asked for on first entrance to 
school, on entrance to intermediate school and in high 
school. When the school child goes to his own physi- 
cian for such services, the likelihood of his continuing 
to consult his private physician after school days are 
over is considered greater than when he has come to 
expect such services from a full time school physician. 
These examinations are not compulsory but are strongly 
urged. In 1947, 67 per cent of the new entrants to 
school had been examined by their own physicians. 

Chart 2 indicates the growth of this program. 

In Detroit a permit from the health department is 
required in order for one to work as a food handler. 
One of the requirements for securing such a permit is 
a physical examination for the detection of possible 
communicable disease. These examinations are done 
by private physicians as part of the medical participa- 
tion program. There are more than 50,000 examina- 
tions done each year in this program. 

Other activities in the preventive field have been 
approached in this way with results which demonstrate 
that the private physician can incorporate preventive 
procedures into his private practice effectively. The 
cooperation of the private physician, collectively through 
his medical society and individually through his own 
participation with the official public health agency, can 
provide a community program in public health that is 
acceptable to the public and effective. 


ABSTRACT OF DISCUSSION 


Dr. Paut A. Davis, Akron, Ohio: Every physician is, of 
necessity, a practitioner of preventive medicine and public 
health, and he should assume this obligation. He should have 
a record of his patients’ immunizations and advise them when 
they need “booster shots” or reimmunization. As _ scientific 
medicine progresses, the multiplicity of injections will be 
decreased, as in the case of the alum-precipitated combination 
of pertussis, diphtheria and tetanus toxoids which has now 
been developed. A portion of my practice entails the immuni- 
zation of persons going to foreign countries for various periods 
of time on business. Few countries have the same requirements ; 
the northern countries do not require as strict a schedule as 
do those situated near the equator. The incidence of typhoid, 
smallpox, malaria and yellow fever has been greatly reduced, 
and in the near future a graduate of medicine may never see 
a case of any of these. This has been accomplished through 
preventive medicine and the cooperation of the physician in 
general practice. If such a plan as the speaker has described 
be made a cooperative one throughout the country, then the 
incidence of all contagious and communicable disease will be 
reduced to a minimum, the public will be protected and the 
cost of medical care reduced. Cooperation and integration of 
the physician in general practice into preventive medicine and 
public health plans will accomplish the desired results. 
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Dr. WinrreD B. Harm, Detroit: The general practitioners 
of Detroit thank Dr. Douglas for taking up this plan of public 
health service. He has found we are capable of doing the 
work, and we have found that the Department of Health 
continues in good feeling with the general practitioners of the 
community. Because of the good will between the two groups, 
it has been a pleasure to work with Dr. Douglas; we in Detroit 
take great pride in the results of the programs of the Detroit 
Department of Health. Many of you probably do not know 
that Detroit may no longer take part in the competition for 
the city health award. We won it so many times that they 
quit giving it to us. 


PRENATAL MATERNAL FACTORS IN MONGOLISM 


CLEMENS E£. BENDA, M.D. 
Waverley, Mass. 


In the etiology of mongolism, two problems must be 
distinct: (1) the causes leading to the abnormal devel- 
opment of the embryo and (2) the abnormal factors 
operating in the embryo to produce the characteristic 
growth disorder. The present study deals only with the 
former problem, the prenatal maternal condition. Since 
mongolism is present at birth and the characteristic 
anomalies date back to early stages of fetal development, 
the causative factors are either of a genetic nature or 
environmental factors operating in the mother during 
gestation. 


TaBLe 1.—/ncrease in Percentage of Mongoloid Births with 
Increase in Maternal Age 


Maternal Age, Yr. 


A... 


20 to 24 25 to 29 30 to 34 35 to 39 40 to 44 45t047 


Percentage of mon- 
goloid births......... 0.082 0.152 0.236 0.857 4,242 12.5 


In 1939, Benda, Dayton and Prouty' presented a 
study of 250 pregnancies each resulting in the birth 
of a mongoloid child. An analysis of the material pro- 
duced evidence that mongolism is not due to genetic 
factors. The material indicated also that neither a 
germ mutation nor a primary inferiority of the ova 
was an acceptable explanation. These conclusions were 
based on the following facts: 1. The frequency of 
occurrence of a mongoloid child increases in proportion 
to advanced age of the mother. While 1 mongoloid 
child may be expected among 8,000 births if the mother 
is between 20 and 24 years of age, the incidence 
increases to 12.5 per cent if the mother’s age is between 
45 and 47 years. This was impressively demonstrated 
in a table prepared by Bennholdt-Thomsen.* 

2. A study of the birth order of mongoloid children 
shows that in large-sized families, the monogloid child 
is found near the end of the line of siblings. A mongo- 
loid child was never born at the beginning of a sequence 
of six to fifteen children, while other congenital defects 
occur at any place of the birth order (Benda *). 


This paper was presented at the First International Congress on Mental 
Deficiency, Boston, May 18 to 22, 1948. 

Dr. Benda is director of research and clinical psychiatry, Walter E. 
Fernald School, Waverley, Mass., and instructor in neuropathology, 
Harvard Medical School, Boston. 

1. Benda, C. E. Dayton, N. A., and Prouty, R.: On the Etiology and 
Prevention of Mongolism, Am. J. Psychiat. 99: 822, 1943. 

2. Bennholdt-Thomsen, C.: Ueber den Mongolismus und andere ange- 
borene Abartungen in ihrer Beziehung zum hohen Alter der Miitter, 
Ztschr. f. Kinderh. 53: 427, 1932. 

3. Benda, C. E.: Mongolism and Cretinism, New York, Grune & 
Stratton, Inc., 1946. 
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3. As Macklin and Snyder * stated: 


. . « When the sibship consists of five or less, a random 
group of families will have a majority showing only one 
affected offspring. It is not until the sibship size increases 
to six that one would expect more instances of two or more 
children affected than of one affected. 


The aforementioned study * included 79 cases in which 
the mongoloid child was born in a family with six or 
more children and 50 cases were added from the mate- 
rial of the Finnish investigator Lahdensuu. Of 429 
families, 31 per cent, or 129, had six or more children 
without a single instance of multiple mongolism. ‘This 
is sufficiently significant statistically to indicate that 
hereditary factors can be ruled out. ‘There are, however, 
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that the fetus is deprived of a number of nutritional factors 
which are essential for its proper development. The maternal 
condition is due either to the approach of the menopause (women 
beyond 40 years of age) or to an insufficient response to 
fertilization (young women, or women above 30 who had no 
children before). There is a third group of cases in which 
mongolism occurs on account of the fact that an intercurrent 
illness has rendered the mother temporarily unfit for a preg- 
nancy (p. 832).1 

Since Gregg and a number of other scholars (Wes- 
selhoeit) ° published their observations on the impor- 
tance of virus diseases in the production of congenital 
malformations, the general interest in problems of pre- 
natal health and hygiene has greatly increased. Of all 


Taste 2—Data on W'omen Having Mongeoloid Children at 41 to 52 Years of Age 


Number 
of Bleedings 
Case Ageof Previous Previous Menstrual During 
No. Mother Children Abortions History Pregnancy 
1 »O 7 Unknown Irregular; None 
“change of life” 
2 52 s One before Irregular; None 
this child; “change of life” 
one before 
lust 
5 45% 2 ‘Two previous Regular None 
to this 
pregnancy 
1 43 1 None Menstruation None 
“overdue” 
several times; 
Hemorrhages 
5 43 2 None Had stopped None 
Inenstruating; 
“change of life” 
6 45 3 Unknown Menopause Unknown 
7 42 2 None Regular Attempted 
abortion 
unsuccessful 
8 4010/12 1 Two Regular Threatened 
abortion 
9 42 1 None Regular None 
10 4] None None Regular None 
ll 43 3 None Irregular None 
last 4 years; 
“change of life” 
12 43 2 None Menopause None 
for several 
years 
13 46 11 One Menstruated None 


until age of 
52 years 


Pregnancy 


Interval 
Before 


Mental 


Occurred, Physical Condition 
Yr. of Mother Condition Comment 
3 Hysterectomy performed af- Fair 
ter birth 
Y Felt “deadly ill’; “different Fair 
from other pregnancies” 
10 Fibroid of uterus; last child Fair 
since died at birth 
living 
sibling: 
4 atter 
one born 
dead 
10 Fair; pregnancy occurred Fair 
after injection of estrone 
8. P. 
1 Pregnancy not recognized Fair Never menstruated 
until fifth month regularly after- 
ward 
16 Pregnancy not expected; Fair Mother (ease 33) 
menopause listed in table 3 
ll Retroflected uterus; previous Fair Took ergot tablets 
thyroid infection (abscess) for several weeks 
after skipping first 
menstruation 
2 Thydroid deficiency; High- 
threatened abortion treated strung; 
with “antuitrin” nervous 
ll Gallbladder trouble; severe High- 
vomiting: weight loss strung; 
throughout pregnancy nervous 
4 Had spastic infantile Fair 
paralysis 
7 Twin pregnancy; other twin Fair 
dead; (weight 9 Ib.); mon- 
goloid weighed §% Ib. 
12 Pregnancy not recognized Fair 
until fifth month 
4 Thought to be beyond age Fair 


cases of more than one mongoloid child in a family. 
These cases require a different explanation. 

4. The observations on twins of whom both or one 
is a mongoloid are not conclusive. 

5. The theory that mongolism develops from the 
fertilization of an abnormal “overaged” ovum can not 
be entirely excluded by present methods. The material 
seems, however, to indicate that extrinsic factors, oper- 
ating at a later date, seem of more importance. 

The conclusion was offered that the common denom- 
inator for all conditions under which mongolism 
develops is a “threshold condition of hormonal ster- 
ility” : 

The maternal organism appears to be unable to produce the 
proper endocrine environment for the embryo. The necessary 
adjustments are either delayed or insufficient, the result being 


abnormal prenatal conditions, mongolism takes the 
largest toll among the normal population; about 3 
children in every 1,000 births in a general lying-in 
hospital are affected with mongolism. While the impor- 
tance of prenatal factors for the health of the newborn 
is increasingly recognized, many pediatricians and 
obstetricians show a respectful skepticism toward the 
data so far presented and seem to feel that the material 
is not yet conclusive. 

From previous studies of more than 325 case his- 
tories (Benda),* it was concluded that certain factors 
seem to appear in repetition and should be the subject 
of further investigation by a method of personal inter- 
views with the mother. A questionnaire was designed 
which contained the most important questions, but each 
interview was conducted after personal contact had been 


4. Macklin, M. T., and Snyder, L. H.: More Wishful Thinking About 
Mongolian Imbecility, J. Hered. 38: 83, 1947. 


5. Wesselhoeft, C.: Rubella (German Measles), New England J. Med. 
236: 943 and 978, 1947. 
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es established and details were gathered independent from third month. The third pregnancy, in 1945, was terminated 
+: : by the birth of a premature baby in the seventh month. The 
the questionnaire. 
en Bs . : baby died five hours after birth. The fourth pregnancy, in 1947, 
to Of the last 10 patients who were examined, but who — ended in the birth of a mongoloid child. The mother’s menarche 
no were not included in the statistical evaluation, 8 had was at the age of 14. Her menstruation was irregular in the 
ch 
nt TaBLe 3.—Data on Women Having Mongoloid Children at 31 to 40 Years of Age 
— 
Interval 
Number Before 
ot Bleedings Pregnancy 
Case Ageof Previous Previous Menstrual During Occurred, Physical Condition Mental 
o No. Mother Children Abortions History Pregnancy Yr. of Mother Condition Comment 
il 14 35 2 None Normal! At end of 4 Gallbladder attacks (re- Depressed 
. second month moved after birth of 
ah child); felt ill first 3 mo, 
ll 15 sy None None Norma! None 7 Felt ill jineneacue _ 
16 31 None None Normal Massive 2 Gallbladder trouble; re- phpanakteve ° 2 mo, rest in bed; 
hemorrhage moved after delivery hormone treat- 
at 3 mo. last- ment 
ing 9 days 
17 31 None None Normal None 3 Severe vomiting in second Depressed 
month 
Is 3: None Two Norinal Slight 7 Fair 
bleedings 
ly 2 None Normal Placenta 5 Fair Placenta previa in 
previa previous preg- 
nancy also 
20 av None One; men- Normal None Unknown Thyroid deficiency; low Slow; for- Took 2 gr. (0.13 
struated metabolism: heavy weight getful Gm.) thyroid, 
ounce before alternating with 
this pregnancy 1 gr. (0.06 Gm.) 
21 37 3 None Abnormal (see At first two _ History of Graves’ dis- Depressed; No menstruation 
comment) menstruations ease; miserable; heart nervous for 4 mo, of year 
murmur before 
29 3g None Two Normal None y Fair Depressed; 
worried; 
divoree case 
23 33 1 None During ado- None 3 Thyroid deficiency; metabo- Fatigue Treated with thy- 
lescence no lisin —40; dry skin; head- roid during preg- 
menstruation aches; tired nancy 
for 4 years 
4 37 3 Menstruation Irregular; Several near 5 Placenta previa; fibroid benidanks . 
6 weeks over- 20 to 22 days end of preg- uterus removed after 
due before this nancy delivery 
pregnancy 
25 26 2 None Irregular; None 9 Twin preguancy Depressed: 
twice monthly lost weight 
26 37 1 Two (severe Irregular; None 5; arti- Severe vomiting; pains; «== ..........6. Waited 4yr. before 
bleedings) sometimes ficia! en- fibroid in uterus first child 
5 mo. without largement 
of cervix 
27 39 1 None Irregular None ll Thyroid deficiency suspected Fasily upset, 3 sisters treated 
nervous for thyroid de- 
ficiency 
28 37 None Nont Normal First men- 9 “Swelling of thyroid” diag- Nervous Married 9 yr. with- 
struation nosed at 18 yr.; ovarian out child 
slight eysts; thin; lost weight 
20a 36 1 Two Normal None 10 Uterus damaged in first Nervous; Two mongoloids 
pregnancy by high weighs 88 Jb. in same family 
forceps; no pregnancy (39.9 Kg.) . 
for 5 yr. 
29b 40 3 Two Normal None 2 Very thin; worm out sg. sn eeneeee y Normal child be- 
tween 
30 37 4 None Normal Bleedings at 4 Placenta previa; in bed nemnleeeehes Fourth child died 
3 mo.; again for 2 mo. of placenta previa 
atS mo. before mongoloid 
31 36 None None Normal Threatened 7 Migraine; high metabo. eeeesscecees 
abortion lism; Ovarian cysts 
after 2 mo. 
32 33 None None Irregular Bleedings in 1 Retrofiection of uterus; seeeeeeees +» Treated with thy 
sixth week cyst of uterus; low metabo- roid % gr. (0.03 
after start lism (—12); hypothy- Gm.) 3 times daily 
of pregnancy roidism 
33 36 1 None Irregular in None 10 At 27 yr., one ovary re- Nervous 6 to 9 drops iodine 
(daughter younger years; moved; takes Ovarian hor- daily during preg 
of mother no menstrua- mones; hyperactive nancy 
in case 6) tion when thyroid 
under stress 
34 35 None None Very irregular; Menstruated 12 Hypothyroid; one ovary iceehebomens Time of impregna- 
went 2 to 3 mo. 4 times dur- removed; other partly re- tion known; hus- 
without ing preg- moved five years before band on furlough 
nancy 5 days 


a definite history of difficulties during pregnancy. Six 
examples may be cited: - 


HISTORIES OF CASES 

Case 1—The woman's age at the birth of the mongoloid 
child was 32 years. She had been married in 1939. Her first 
Pregnancy, in 1941, ended in miscarriage in the second month. 
The second pregnancy was terminated by miscarriage in the 


first year, occurring only three times, after which it was normal. 
A fibroid tumor was removed in 1944 after the second mis- 
carriage, together with the appendix. 
2.—The maternal age at the birth of the mongoloid 


CASE 
child was 33 years. 
with the diagnosis of hemorrhagic disease. 


The first child died three days after birth 
The second preg- 


nancy was terminated by miscarriage in the third month. The 
third pregnancy was terminated by miscarriage in the fourth 
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month, Before the mother became pregnant again, the physi- 
cian told her she was “run down.” She was treated with 
thyroid and multiple vitamin preparations, including vitamin E. 
She became pregnant again and was treated throughout preg- 
nancy with vitamins and corpus luteum hormone. The result 
of this pregnancy was a normal, very active child. The fifth 
pregnancy occurred three years later, with no _ treatment. 
A mongoloid child resulted. 

Case 3.—The maternal age at the birth of the mongoloid 
child was 27 years. The mother started to menstruate at the 
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but menstruation was never regular up to her first pregnancy, 
In the third month of the pregnancy she had a severe hemorrhage 
and was kept in bed for a month. In a later period of the 
pregnancy smaller bleedings occurred. Three weeks before 
term, another severe hemorrhage started and the baby was 
delivered by cesarean section. The diagnosis was placenta 
previa. 

Case 5.—The maternal age at the birth of the mongoloid 
child was 35 years. The mother was married in 1941. The 
pregnancy occurred soon afterward. At the sixth week of 


Taste 4.—Data on Women Having Mongoloid Children at 21 to 30 Years of Age 


Interval 
Number Before 
ot Bleedings Pregnancy 
Case <Ageof Previous Previous Menstrual During Occurred, Physical Condition Mental 
No. Mother Children Abortions History Pregnancy Yr. of Mother Condition Comment 
35 30 None None Regular Slight bleed- 2 Thyroid enlargement; ques- Tired; tense; 
ings and tion of goiter highstrung 
pains in 3d 
and 4th men- 
strual cycle 
36 27 1 None Regular None 4 Thyroid deficiency diag- Tired; slow Dry skin and some 
nosed 7 yr. ago (busal evidence of inild 
metabolic rate, —27); hypothyroi:!ism 
treated 3 mo. 
7 Su None None Regular Some bleed- 6 Albuminuria; high blood Migraine 
ing in first pressure (170 systolic) attacks 
menstruation 
8 = None None Irregular None 4 At 6 weeks; electric shock Felt miser- Nervous break- 
in bath tub; house paint- able down at 15 yr. be- 
ing 4 mo. fore menarche 
at) ae None None Regular Attempted 1 Took pills until bleedings Rejected “Salvaged alor- 
abortion; started pregnancy; tion” 
2 days’ artificial 
bleeding abortion at- 
tempted; be- 
came scared 
40 2 None 5 mo, before Regular None 2 Severe vomiting first 4 mo. Felt miser- Pregnancy [0!- 
this pregnancy able first lowed abortion; 
half of preg- another 2 yr. later 
nancy 
41 20 1 One Regular None 5 deficiency; gained One of twins 
weight 
2 29 None None Irregular 3d and 4th 1 High blood pressure; strict Easily upset 
mo. bleedings, diet maintained; 
2d missing infantilism 
2i None One Regular None 2 Thyroid deficiency treated “Hormonal treat- 
previously; overweight ment from 3 mo. to 
end of pregnancy” 
4 25 None Two Irregular cycle None 3 Pernicious vomiting from Geccccccces ° Last two previous 
of Swk. or more beginning of pregnancy; pregnancies caused 
contracture of uterus; “pernicious vomit- 
5 mo. ip bed ing” 
45 2s 2 Two before, Regular None 1 Last miscarriage left blood Irritable; 
one after clots; curattage @eak 
mongoloid 
child 
46 25 None None Regular At end of 3 Right salpingectomy 2% yr. eeeecnenes Progesterone “pro- 
3d month after before this pregnancy luton” injections 
marriage for 3 mo. 
47 25 None None Regular None + Thyroid deficiency diag- Easily upset Thyroid treatment 
nosed 6 yr. before; took 
thyroid 
Data on Women Having Mongoloid Children at 18 to 20 Years of Age 
48 18 None None Irregular; Menstruated 1 Later operated on for Highstrung; 
twice monthly in 2d and 3d abecess of ovary and nervous 
; mo. tubes removed 
49 18 None None Irregular to Threatened 1 Malaria at 11 yr.; liver Depressed 
time of preg- abortion in trouble 
nancy, lasting 7th mo. 
7 to 24 days 
0 20 None None Regular None 2 Did not become pregnant ceecescoccce 


until treated with estrogens 


age of 11 years, but menstruation stopped before she was 12 
years old. It remained irregular and was usually delayed. Her 
only pregnancy was at the age of 27. It terminated in the birth 
of a mongoloid child. Afterward, she underwent a medical 
study through which her condition was diagnosed as pituitary 
deficiency. She was only 4 feet 11 inches (149.9 cm.) tall, with 
a slim, infantile and delicate body build. During her pregnancy 
she suffered from excessive vomiting day and night and was 
kept in bed for several weeks. Since she was under pituitary 
treatment, she menstruated regularly during the last sixteen 
years. However, she never became pregnant again. 


Case 4.—The maternal age at the birth of the mongoloid child 
was 24 years. 


The mother’s menarche was at 12 years of age, 


pregnancy she had a rather severe hemorrhage and was kept 
in bed for one month. In the sixth month of pregnancy several 
more bleedings occurred after a light fall. The pregnancy 
terminated in the birth of a mongoloid child. The next two 
pregnancies in 1943 and 1944 both terminated in miscarriages 
at six weeks. The woman was 5 feet 6 inches (167.6 cm.) tall, 
weighed 187 pounds (84.8 Kg.), having previously weighed 
more than 200 pounds (90.7 Kg.). She was nervous and high- 
strung and her appearance suggested an endocrine deficiency. 
Case 6.—The mother was married in 1930. The first child, a 
normal girl, was born in 1932. The parents practiced contra- 
ception for about four years, but decided then to have another 
child. No pregnancy took place for another four years. When 
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the mother became pregnant, she continued to menstruate 
through the first three periods and did not realize that she 
was pregnant. A severer hemorrhage occurred at the end of the 
third month, when the diagnosis of pregnancy and threatened 
abortion was made. Treatment consisted of rest in bed. The 
woman was unusually heavy, weighing 194 pounds (88 Kg.). 
Her height was about 5 feet 5 inches (165 cm.). She was fat, 
tired and nervous, and her appearance suggested hypothyroidism. 


MATERIAL 


The 50 new case histories which are presented in 
the following tables are the result of fifty-four inter- 
views. Four instances in relatively young women were 
excluded because no explanation could be found. In 
the previous studies, about 10 per cent of the cases 
could not be explained. The remaining 50 cases were 
divided into four groups according to age, and the 
results are tabulated in tables 2 to 4. 


EVALUATION OF OBSERVATIONS 


| have emphasized on various occasions that mongol- 
ism is not a malformation or “monstrosity” (Ingalls) ,° 
but a deceleration of normal growth during the fetal 
period from about the sixth to the fourteenth week. At 
the time of most intensive fetal growth, some factors 
sec to slow down the growth rate, with the result that 
certain developments which usually take place in a 
matter of days are not properly completed. Failure to 
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were above 45 and 3 had actually stopped menstru- 
ating (cases 1, 2 and 6). One woman (case 13) 
menstruated until the age of 52 and the particular 
factors working in this instance are not clear. Of 
the 5 women aged 43, 4 had actual signs of menopause 
(cases 4, 5, 11 and 12), while in 1 (case 3) two 
previous pregnancies terminated in abortions and the 
last full term baby died at birth. The mother had a 
fibroid tumor of the uterus. Of the remaining 4 women 
between 40 and 42, one attempted unsuccessful abor- 
tion and 1 had a threatened abortion. One woman 
(case 9) was without child for eleven years; she had 
severe gallbladder trouble. Another woman, a small, 
short person with a conspicuous curvature of the 
spine, was the victim of earlier poliomyelitis. 

Many physicians consider mongolism as something 
outside the realm of possbilities which could not occur 
in their families or in those of their friends. It must 
be emphasized that any normal mother is potentially 
the mother of a mongoloid baby, if she is approaching 
menopause or carries her child under certain adverse 
conditions. A glance at the group of mothers who 
had a mongoloid child after the age of 41 shows that 
they were average to superior citizens who constituted 
a healthy portion of the population. The 13 mothers 
had previously given birth to forty-three living children. 
Eight of them, or 61.5 per cent, had two or more chil- 


Taste 5.—Percentage Incidence of Significant Symptoms in Each Age Group 


Menopause or Long 


Menstrual Interval Uterine Incidence 
Age Group Irregularities (3to16 Yr.)  Bleedings and of 
ra) Before Before During Thyroid Ovarian Placenta Previous Twin 
Mothers, Yr. Pregnancy, % Birth,% Pregnancy,% ‘Troubles,% Anomalies % Previa,% Abortions, % Pregnancy, % 

41 WO GB. 53.9 0.8 0.8 15.4 0 36.2 0.8 
ST BO 47.6 81 48.8 38.5 63.5 14.3 19.0 0.8 
21 tO D...ce Povecccoccecescveccecoceses 23.1 46 38.5 38.5 23.0 0 38.5 0.8 
TB WD Di dcewetsesdessecivdscsaresceasas 67.0 33 67.0 0 0 0 0 0 


complete certain basic developments in fetal life cannot 
be fully corrected in a later period. In mongolism + 
temporary retardation or deceleration of growth occurs 
which makes the mongoloid newborn infant a physio- 
logically “immature,” “ill finished” baby. 

In studying the factors leading to such decelerated 
growth, I postulated that there cannot be one uniform 
“cause” because the constellation of factors differs in 
various age groups. The most outstanding symptoms 
are tabulated in table 5. 

In the age group of 40 to 52 years, 53.9 per cent 
of the women were actually in the menopause and preg- 
nancy occurred against expectation. Pregnancy was 
frequently not recognized until about five months had 
passed. The fact that these women were beyond the 
child-bearing period is further emphasized by the long 
interval between previous pregnancies and the last one. 
With the exception of 2 women with an interval of 
two and three years, respectively, all intervals ranged 
from four to sixteen years; 9 women, or 69 per cent, 
had an interval of seven years or more. 

If mongolism is considered due, not to a single 
cause, but to a constellation of abnormal factors, it 
must be realized, that in each case, there is a concur- 
rence of several symptoms of varying significance. 
Aging of the female organism leads eventually to 
cessation of the menstrual cycle, to involution of the 
ovary and of the uterine mucosa and to a general 
loss of adaptability. Of the 13 women above 40, 4 


6. Ingalls, T. H.: t en, Di 


dren. The siblings of the mongoloid children were all 
normal. Many were honor students in schools or uni- 
versities, successful soldiers or married women. The 
women who had a mongoloid child after 41 years of 
age had a normal menstrual history and, as a group, 
were mentally sound and well adjusted. Physical 
examination showed no significant anomalies; only 
those illnesses were encountered which one might 
expect in any sample of adults of that age group. 

If the assumption is correct that a mongoloid child 
can be the result of any pregnancy in which there is 
an abnormal biologic response to impregnation, brought 
about by the physiologic aging of the maternal organ- 
ism beyond the age of 41, then one may look for 
factors with a similar effect in those women who have 
a mongoloid child in their thirties or twenties. 

As table 5 shows, the most outstanding symptom in 
the age group of 31 to 40 is the slow fertilization time. 
In the majority of cases the information was given 
that the mother had wanted a child, but in spite of 
her desire no pregnancy had occurred. As may be 
seen from the table, in the maternal age group betweea 
31 and 40, 17 of 21 women, or 81 per cent, had a 
waiting time of three years or more, and 13, or 62 
per cent, waited from five to twelve years for the 
birth of a child who was frequently the first or second 
one. It has not been sufficiently emphasized what it 
means to parents in their thirties who are mature, 
economically established and anxious to have children, 
when they have to wait five to twelve years for a 
pregnancy in spite of regular intercourse and oppor- 
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tunities for impregnation. In 10 cases, or 48 per cent 
of this group, the mongoloid was the first child, after 
such a waiting period. This fact, to which I called 
attention as the “inability to become pregnant,” is of 
great clinical significance; it indicates either lack of 
fertility or inability to maintain a pregnancy. In this 
connection the histories of previous abortions (15.7 per 
cent), bleedings during pregnancy (48.8 per cent) and 
menstrual irregularities in preceding years (47.6 per 
cent) are of increased importance. Bleedings during 
pregnancy occurred in almost half of the cases. These 
bleedings appeared in two ways. A number of mothers 
reported that they had continued to menstruate during 
two or three months of pregnancy and that they had, 
therefore, not been sure they were pregnant. Some 
skipped one menstruation and menstruated again at 
the end of the second and third month. 

In other cases, the history indicated definitely a 
threatened abortion, which was treated by the attending 
physician. The 48.8 per cent of hemorrhages in that 
age group compare with figures on threatened abortion 
in the general population given by Rutherford (4 per 
cent) 7 and Paine (3.8 per cent).* Even though Hertig 
and Livingstone® were of the opinion that the per- 
centage of threatened abortions is slightly higher in 
private practice, this unusually high number in cases 
leading to the birth of a mongoloid child deserves 
attention. Beidleman'® also observed an increase of 
threatened abortions in his study of mongolism in the 
Boston Lying-In Hospital. In all age groups together, 
his percentage was 23. 

Indication of hormonal abnormalities is further given 
by the high percentage (47.6) of menstrual irregulari- 
ties before pregnancy. A clue as to the type of endo- 
crine disorders which may be of some significance is 
the high percentage of thyroid disorders reported in the 
histories. The present series shows a percentage of 
38.5. Although reliable control material is not imme- 
diately available, the percentage is much higher thaa 
one may expect in a group mainly observed in an 
Eastern border state. That the material is significantly 
increased is shown by the fact that the mothers of 
mongoloid children between 21 and 40 years of age 
had known thyroid dysfunction in 38.5 per cent, while 
in the age group above 41 years, only 1 woman with 
the condition was reported. If thyroid dysfunction were 
a common disease in the population in general, the older 
age group should have a higher percentage of histories 
of thyroid dysfunction than the younger age groups. 
Moreover, the material includes only women treated 
by physicians for this deficiency, while the appearance 
of several others seen at interviews suggested similar 
difficulties. If thyroid deficiency in the mother is of 
some significance, then the incidence of mongolism 
should increase according to the geographic distribu- 
tion of thyroid deficiencies. Myers'' (Toronto) 
reported a frequency of recognized thyroid disorders 
of 9 to 1, compared with a control group of the same 
size and kind. From this he concluded the possibility 
that mongolism is related to maternal thyroid dis- 
orders : 


7. Rutherford, cited by Hertig and Livingstone.® 

8. Paine, A. K.: Pathology of Embryo and Abortion, Am. J. Obst. 
& Gynec. 43: 245, 1942. 

9. Hertig, A. T., and Livingstone, R. G.: Spontaneous, Threatened and 
Habitual Abortion: Its Pathogenesis and Treatment, New England J. Med. 
230: 797, 1944. 

10. Beidleman, B.: Mongolism: A Selective Review Including an 
Analysis of Forty-Two Cases from the Records of the Boston Lying-In 
Hospital, Am. J. Ment. Deficiency 50: 35, 1945. 

11. Myers, C. R.: An Application of the Control Group Method to the 
—s A. Etiology of Mongolism, Proc. Am. A. Ment. Deficiency 
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. . If so, it is reasonable to expect that mongolism will 
occur somewhat more frequently in those areas in which thyroid 
disorders are more frequent. 


In mapping out the distributions of mongoloid births 
and of instances of death due to diseases of the thyroid 
gland, Myers determined the geographic areas of the 
province of Ontario, Canada, with highest thyroid 
rates: The proportion of cases of mongoloid children, 
born in the area of highest “thyroid rates” was “43.1 % 
— as compared with 24.6 % for the control 
group.” Myers not only considered this a significant 
statistical difference but expressed the view that the 
same factor may explain the greatly reduced fertility 
of the mother giving birth to a mongoloid child. 
According to Hoskins,’* the thyroid ranks second only 
to the pituitary as a cause of involuntary sterility in 
human beings. These observations may possibly serve 
to explain the multiple incidence of mongolism in 
some families. 

The new series of cases contains 1 instance of 
mongolism in two generations. This patient (case 6) 
had a mongoloid child during her menopause, having 
given birth previously to three normal children. The 
mongoloid child was born at a maternal age of 45 
after an interval of sixteen years. One of the daughters 
(case 33) gave birth to a mongoloid child at the age of 
36. She gave birth to one normal child but had no 
other child for ten years. She was treated for hyper- 
thyroidism and one ovary was removed. After the 
operation, she was said to have had insufficient ovarian 
function and was treated with ovarian hormones as 
substitute therapy throughout the years. One patient 
(case 27) reported that three of her sisters were treated 
for thyroid deficiency. Another patient (not included 
in this material) gave a similar history: 

A 24 year old pretty, but overweight, woman had a mongoloid 
as her first child. The woman was slow and somewhat inactive. 
In spite of little eating, she gained 20 pounds (9.1 Kg.) during 
pregnancy with her mongoloid child, who weighed only 5 pounds 
(2,268 Gm.) at birth. Her sister, a married woman of 25, is 
unable to become pregnant and is now under treatment for 
thyroid deficiency. 


Of the women 63.5 per cent had a history of previous 
uterine or ovarian disturbances. Placenta previa 
occurred in 14.3 per cent of the pregnancies. 

Proceeding to a discussion of the group of mothers 
who had a mongoloid child in their twenties, one finds 
the same constellation which was observed in the age 
group above 31. The incidence of thyroid disorders 
was 38 per cent. Difficulties in becoming pregnant were 
seen in 46 per cent. Bleedings during pregnancy 
occurred in 38.5 per cent and an irregular menstrual 
history was given in 23.1 per cent. The incidence 
of previous abortions (38.2 per cent) with 2 instances 
of two abortions each is also significantly high. While 
the long waiting time in this age group is less con- 
spicuous, because of the youthfulness of the women, the 
constellation of factors is identical and bears out the 
importance of an early recognition and treatment of 
this condition. 

The last group of mothers, those 18 to 20 years 
old, is too small for percentage evaluation. With 3 
cases previously observed, the material on 6 cases 
indicates irregular menstrual cycles before the time 
of pregnancy as the most frequent causative factor. 
Threatened abortion occurred four times in 6 cases. 


R. G.: The Tides of Life, New York, Paul Kegan, Trench, 
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Worth mentioning is 1 case of multiple mongolism 
(cases 29A and B). This brings the total number 
of instances of multiple mongolism in the same family 
to 3, in a series of 385 cases. That this mother’s off- 
spring were successively normal, mongoloid, normal 
and then again mongoloid does not prove the presence 
of “genetic factors,” but makes one wonder whether 
improved, though not perfect, prenatal conditions may 
not increase the number of “salvaged abortions,” with 
the possible result of more such multiple instances of 
mongolism. 

There were 3 instances of twin pregnancies in which 
one twin was a mongoloid child. In 1 instance, the 
sibling was dead. It is my conviction that these cases 
do not favor a genetic interpretation of mongolism or 
shift the weight of evidence toward such an interpre- 


tion. 
SUMMARY 


1. After the publication of two previous studies 
examining 250 and 75 cases, respectively, the present 
investigation covers a series of 64 new cases. Six 
cases were discarded as “without explanation.” In 8 to 
10 per cent satisfactory data could not be obtained, 
either because information was withheld or because only 
a thorough physical examination and clinical study 
could produce the necessary facts. Fifty cases were 
divided into four groups according to age. The results 
are tabulated in tables 2 to 5. 

2. In the first age group, the mother was within or 
near the menopause. In 69 per cent she had not given 
birth to a child for a long time (seven to sixteen years). 
Uterine and ovarian dysfunction and previous abor- 
tions indicate an impaired generative faculty which 
developed in a previously healthy woman who, in the 
majority of cases, had given birth to normal children 
previously. 

3. Mongolism is not a “monstrosity,” but the result 
of a deceleration of the developmental rate during cer- 
tain weeks of the gestation period (end of organogenetic 
period, from the sixth to the fourteenth week). The 
result of such interference with the developmental rate 
is an immature, “ill finished” child. 

4. Potentially, mongolism can be the outcome of any 
pregnancy, if a constellation of factors occurs which 
produces a threshold condition of sterility. 

5. The most frequent constellation of an abnormal 
pregnancy response is produced by advanced age. Of 
the women having a mongoloid child after 41 years 
of age, 53.9 per cent showed actual menopausal symp- 
toms. Age produces a physiologically changed ovarian 
activity and uterine responsiveness. It is suggested that 
such a constellation facilitates the slowing down of fetal 
development due to abnormal nutrition. 

6. Since 45 per cent of the instances of mongolism, 
however, occur in a maternal age group below 40 years 
of age, who are well fitted for procreation, age alone 
cannot be the decisive factor. 

7. Analysis of 21 instances in a maternal age group 
of 31 to 40 and of 13 instances in a maternal age 
group of 21 to 30 shows that certain constellations of 
factors may be expected to operate in all women who 
give birth to a mongoloid child in their twenties and 
thirties. The most significant symptoms are: inability 
to become pregnant, impaired hormonal regulation, 
bleedings during pregnancy, menstrual irregularities, 
previous abortions and uterine and ovarian anomalies. 
These symptoms are the result either of local conditions 
im Ovary and uterus or of an endocrine inadequacy of 
the corpus luteum. Thyroid anomalies are so frequently 
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seen that they are an important link in the chain of 
events. The common denominator is a threshold con- 
dition of sterility. 

8. The material includes 1 case of mongoloid chil- 
dren in two generations, 1 of multiple mongolism 
and 3 cases of twin pregnancies, resulting in one 
mongoloid, the twin being either normal or dead. It 
is pointed out that this material does not favor 1 
genetic interpretation. It is, however, possible that 
thyroid deficiencies on either a geographic or a genetic 
basis are significant. 

9. Mongolism, occurring about 3 times in every 
thousand births, is a condition which deserves more 
medical attention. As it is a “decelerating” growth defi- 
ciency in the prenatal period, still manifest in infancy, 
therapy has to concentrate on factors which may 
increase the developmental rate of the newborn. 
Although no definite cure is available, effective experi- 
mental treatment aiming at an increase of the growth 
rate (physical and mental) must start as early as pos- 
sible. 

10. The main problem of mongolism is its preven- 
tion. With increased knowledge of those prenatal 
factors operating during gestation and resulting in mal- 
formations or deficient growth rates, careful observa- 
tions must be collected with regard to all circumstances 
which may condition abnormal fetal growth. The pres- 
ent study offers new evidence that mongolism is due 
to an abnormal maternal condition during the early part 
of gestation. It offers some clues as to the nature 
of the anomalies and postulates further investigations 
as to their specific mode of action. 


THE DIAGNOSIS OF COARCTATION 
OF THE AORTA 


WILLIAM L. PROUDFIT, M.D. 
and 


A. CARLTON ERNSTENE, M.D. 
Cleveland 


One of the most important advances in surgery in 
recent years has been the development of technics for 
the cure of certain forms of cardiovascular disease. A 
new addition in this field is a procedure for treatment 
of coarctation of the aorta of the adult type. In this 
anomaly a short segment of the aorta in the region 
of the ligamentum arteriosum is constricted and the 
lumen of the vessel reduced, usually to a diameter of 
6 mm. or less. The circulation to the portion of the 
body below the level of stenosis is maintained by 
anastomoses between branches of the subclavian and 
axillary arteries and the intercostal arteries which arise 
from the aorta below the site of constriction. 

In the past, recognition of coarctation of the aorta 
was of academic interest only, but because a form of 
surgical treatment is now available, its detection has 
become a matter of practical importance. Diagnosis is 
not difficult in most cases, but in order to avoid errors 
it is necessary to include a few simple procedures in 
every physical examination and regularly to note cer- 
tain features when interpreting roentgenograms of the 
thorax. 


From the Cleveland Clinic and the Frank E. Bunts Educational 


Institute. 
Read before the Section on General Practice at the Ninety-Seventh 
a Session of the American Medical Association, Chicago, June 25, 
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Although an occasional patient with coarctation of 
the aorta lives to an advanced age, Reifenstein, Levine 
and Gross' found in a recent study of 104 autopsied 
patients that 61 per cent of them died before or during 
their fortieth year. The commonest causes of death 
were rupture of the aorta, congestive heart failure, 
intracranial hemorrhage and bacterial endocarditis or 
aortitis. The first three of these conditions occur 
because the arterial pressure is almost always elevated 
in the arms in coarctation and, consequently, in the 
cerebral vessels and ascending aorta. In children and 
adolescents, a successful operation results in correction 
of the hypertension in the upper part of the body and, 
therefore, can be expected to bring about a decided 
improvement in the life expectancy of these patients. 
In older persons, some residual elevation in blood pres- 


Summary of Observations on Patients with Coarctation 
of the Aorta 


Col- Aortic Dilata- 


lateral En- Knob tion 
Vessels Seal- large- Dimin- of 
Blood Pressure, Mm. Hg Visible loping ment ished Aseend- 
Age, -- —————or of of or ing 
Sex Yr. Arm Leg pable Ribs Heart Absent Aorta 
M 20 132/ 04 + + + 
M 190/110 130/104 ee + + + 
M 23 202/104 None + + + 0 
M 146/100 None 0 
M 15 190/120 105/ 95 + + 0 
M 80 None 0 + 
M 33 152/ 120/110 + + 
M ly 180/108 None + + + + 0 
M 22 0 + 0 
M 85/110 + + 0 
M 25 None + 0 0 
M 16 sO - 0 0 
M 2s 190/134 + 0 + 
F 172/ see ee + + + + 
23 175/ None 0 0 
M 9 ee 0 + 0 
F Rel | + 0 
M 13 165/120 None = 0 0 + 0 
M 20 186/120 None + + 0 + + 
M 25 16s/ 92 None aa - + + + 
M uM 158/ 98 None + + 4 
F a4 186/110 102/ 90 + + + + 0 
M 22 S4 122/100 + 0 + 


sure may remain after operation. For this reason, and 
because the diminished elasticity of the aorta in patients 
over 20 years of age may add considerably to the 
difficulty of the surgical procedure or even make cor- 
rection impossible, it is important that the diagnosis 
of coarctation be made as early in life as possible. 


MATERIAL AND OBSERVATIONS 


A series of 24 consecutive patients with coarctation 
of the aorta of the adult type has been reviewed, with 
particular reference to those findings on physical exami- 
nation and in the roentgenograms of the thorax which 
are of diagnostic value (table). The age of the patients 
ranged from 8 to 41 years. Twenty were males, and 
4 were females. Eighteen of the 24 were referred to 
the clinic because hypertension had been discovered 
during an earlier examination. Three others were 
aware of elevated blood pressure but were not admitted 
to the clinic for this reason. In only 2 persons had the 


1. Reifenstein, G. H.; Levine, S. A., and Gross, R. E.: Coarctation 


of the Aorta: A Review of One Hundred and Four Autopsied Cases of 
the Adult Type, Two Years of Age or Older, Am. Heart J. 33: 146-168 
(Feb.) 1947. 


diagnosis of coarctation of the aorta been made 
previously. 

Symptoms.—The symptoms reported by the patients 
were of little diagnostic help except in a few instances 
in which they indicated the presence of some form 
of cardiovascular disturbance. Twelve persons had 
experienced headache, but in none was this the chief 
complaint. Seven had had epistaxis, but in only 1 had 
this been troublesome. One had bled excessively after 
tonsillectomy and again after a tooth extraction. 
Palpitation had been noted by 8 patients, and 5 had 
experienced dyspnea on moderate or severe exertion. 
Attacks of angina pectoris had occurred in 2, one a 
woman, aged 29, and the other a man, aged 34. The 
latter patient also had suffered from acute myocardial 
infarction one week before he was first seen. Symp- 
toms of circulatory insufficiency in the legs were not 
common. Only 1 patient complained of typical inter- 
mittent claudication, but 1 other reported easy fatigue 
of the legs and occasional mild cramplike pain, and 
a third had noted frequent numbness in the lower legs. 

Observations on Blood Pressure and Femoral Arte- 
rial Pulsations—The two most important diagnostic 
features of coarctation of the aorta are the presence 
of hypertension in the arms in association with a much 
lower systolic blood pressure in the lower extremities 
and diminution and retardation of the pulsations in the 
femoral arteries. The hypertension in the arms may 
be of a mild degree, especially in children and young 
adults, and in exceptional instances * the brachial blood 
pressure is within normal limits. The systolic pressure 
is always lower in the legs than in the upper extremi- 
ties, and the pulsations in the femoral arteries, if 
present, are invariably delayed and diminished. The 
reduction in the femoral pulse and systolic pressure in 
the legs is the result of the increased resistance offered 
to the flow of blood by the narrowed aorta and the 
circuitous anastomotic pathways. The hypertension 
in the upper extremities probably is due principally to 
the same cause, although it has been suggested that 
diminution in renal blood flow also is a responsible 
factor... Blumgart, Lawrence and Ernstene* reported 
the arteriolar pressure, as measured by the histamine 
flare method, to be approximately normal in_ their 
2 patients with coarctation. This observation is con- 
sistent with the hypothesis that the hypertension in the 
arms is more directly related to the resistance offered 
by the stenosed aorta and the collateral pathways than 
to any mechanism which would manifest itself by 
increased arteriolar tone. 

Although the systolic arterial pressure is always 
higher in the arms than in the lower extremities in 
coarctation of the aorta, the diastolic pressure in the 
legs seldom is reduced correspondingly. As a result, 
diastolic hypertension in the lower extremities is a 
frequent occurrence. The elevation in diastolic pressure 
may be due to diminished amplitude of the pulse wave 
secondary to the damping effect of the constricted 
segment of the aorta and the collateral channels, as 
pointed out by Hull. 


_2. King, J. T.: The Blood Pressure in Stenosis at the Isthmus (Coare- 
I of the Aorta: Case Reports, Ann. Int. Med. 10: 1802-1827 (June) 


3. Steele, J. M., and Cohn, A. E.: The Nature of Hypertension in 
Coarctation of the Aorta, J. Clin. Investigation 17: 514 (July) 1938. 
Friedman, M.; Selzer, A., and Rosenblum, H.: The Renal Flow im 
Coarctation of the Aorta, ibid. 20: 107-111 (March) 1941. 

4. Blumgart, H. L.; Lawrence, J. S., and Ernstene, A. C.: The 
Dynamics of the Circulation in Coarctation (Stenosis of the Isthmus) of 
the Aorta of the Adult Type, Arch. Int. Med. 47: 806-823 (May) 1931. 

5. Hull, E.: On the Evidence for Generalized Arteriolar Constriction 
in Coarctation of the Aorta, Am. Heart J. 35: 980-983 (June) 1948. 
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In all but 4 of the 24 patients in the present series, 
the systolic arterial pressure in the arms was 160 mm. 
of mercury or higher. The lowest systolic brachial 
blood pressure recorded was 146 mm. of mercury. The 
diastolic pressure in the arms was 100 mm. or more 
in 13 patients and less than 90 mm. in 6. In 4 persons 
there was a significant difference in the pressure in the 
arms: that in the left arm was lower in each instance. 
Evidence from necropsies and from observations at the 
time of operation indicates that such inequalities in the 
brachial blood pressures usually are the results of 
involvement of the origin of the left subclavian artery 
in the area of coarctation. In all patients in the present 
series the femoral arterial pulsations were diminished 
or absent, and the systolic blood pressure in the lower 
extremities, when obtained, was lower than in the arms. 

The presence of coarctation of the aorta is often 
overlooked, but this error can be avoided if the phy- 
sician. palpates the femoral arteries in every patient in 
whom the brachial blood pressure is elevated or in 
whom a difference is present in the volume of the 
radial pulse in the two arms. Therefore, it is recom- 
mended that palpation of the femoral arteries be made 
a routine part of every physical examination. 

Evidence of Collateral Circulation —The collateral 
channels through which the circulation to the lower 
portion of the body is maintained in coarctation of the 
aorta make themselves apparent by roentgenologic evi- 
dence of erosion of the costal grooves of the ribs 
(fig. |) and frequently also by the presence of visible 
or palpable pulsating vessels over the back and in the 
axillas. Similar vessels are observed occasionally over 


_ Fig. 1. —Roentgenogram of the thorax illustrating scalloping of the ribs 
im coarctation of the aorta. The aortic knob is absent, and there is 
widening of the upper mediastinal shadow to the left, probably due to 
dilatation of the left subclavian artery. 


the epigastrium and lower anterior portion of the 
thorax. These features ate of great value in corrobo- 
rating the diagnosis, but they vary considerably in 
prominence, depending on the age of the patient and 
the degree to which the aorta is stenosed. The 
changes are seldom observed before the early years of 
adolescence. 
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Visible or palpable vessels were present over the 
back in 10 of the 24 patients whose symptoms are 
summarized in this report. 

At times in the past, the roentgenologist, by appreci- 
ating the significance of the erosion or scalloping of the 
ribs, has been the first to recognize the presence of 


Fig. 2.—-Rib from patient with coarctation of the aorta. The scalloping 


seen in roentgenograms is due to irregular erosion of the costal groove. 
Upper, roentgenogram; lower, photograph. 


coarctation of the aorta. Careful inspection for this 
feature should be a part of the interpretation of every 
roentgenogram of the thorax. It should also be empha- 
sized that it is the costal groove, and not the inferior 
margin of the ribs, which is eroded by the dilated, 
tortuous intercostal arteries taking part in the collateral 
circulation (fig. 2). 

Scalloping of the ribs was observed in the roentgeno- 
grams of 21 of the 24 patients in the present series. 
The oldest of the 3 patients in whom the ribs were 
normal was 13 years of age. The changes, when 
present, involved one or several ribs from the third to 
the tenth, inclusive. The second rib was affected in 
1 patient, but the first, eleventh and twelfth ribs always 
appeared normal. The second and eleventh ribs have 
only a shallow costal groove, and the first and twelfth 
ribs have none. In 7 patients scalloping was severer 
on the right side than on the left, and in 3 it was more 
extensive on the left than on the right. 

In many of the patients in whom there was erosion 
of the ribs, a long, narrow line of distinctly increased 
density was observed near the inferior margin. In 
addition to being present in ribs that showed scalloping, 
the change was also noted at times in ribs that other- 
wise appeared normal. The reason for the occurrence 
of this line is not known, but it may possibly be due to 
eburnation of the bone as a reaction to increased pres- 
sure from the dilated, tortuous intercostal arteries. No 
earlier reference to this feature has been found in the 
literature. 

Roentgenologic Examination of the Heart and Aorta. 
—Certain other roentgenologic changes are commonly 
present in coarctation of the aorta, but they do not have 
the pathognomonic significance possessed by erosion 
of the costal grooves. The most constant of these are 
absence or great diminution in the size of the aortic 
knob in the posteroanterior view (fig. 1) and unusual 
clearness of the aortic window in the left anterior- 
oblique position (fig. 3). The heart may or may not 
be enlarged. The ascending aorta often is dilated, and 
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this change in association with absence of the aortic 
knob always should suggest the possibility of coare- 
tation. There may be widening of the upper mediastinal 
shadow to the left due to dilatation of the left sub- 
clavian artery. 

Of the 24 patients included in this report, cardiac 
enlargement was present in 13, the ascending aorta 
was dilated in 8 and the aortic knob was absent or very 
small in 22. 

Cardiac Murmurs.—Auscultation of the heart in 
patients who have coarctation of the aorta frequently 
reveals the presence of murmurs. The commonest of 
these is a systolic murmur over the aortic area. A 
similar murmur often is easily heard in the interscapu- 
lar area. A diastolic murmur due to aortic insufficiency 
is an infrequent finding, and an occasional patient may 
present a “machinery type” murmur in the left second 


Fig. 3.-Roentgenogram of the thorax. Left anterior-oblique view 
demonstrating unusual clearness of the aortic window. 


intercostal space indicative of patency of the ductus 
arteriosus. 

A systolic murmur was present over the base of the 
heart in 21 of the 24 patients in the present series. In 
2 of these and in 1 other person there was a dia- 
stolic murmur of aortic insufficiency. None presented 
auscultatory evidence of patent ductus arteriosus. Two 
patients had no murmurs of any kind. 

The Electrocardiogram.—Although the electrocardio- 
gram may be abnormal in patients who have coarctation 
of the aorta, the changes are of no diagnostic value. 


SUMMARY 

A series of 24 patients with coarctation of the aorta 
of the adult type is reviewed. 

The development of surgical technics for the correc- 
tion of this anomaly has made it a matter of practical 
importance that the presence of the condition be recog- 
nized as early in life as possible. 
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The most constant diagnostic sign of coarctation of 
the aorta consists of diminished or absent pulsations 
in the femoral arteries. Hypertension is almost always 
present in the upper extremities, and the systolic blood 
pressure is always lower in the legs than in the arms, 
The radial pulses are at times unequal in the two arms, 
Visible or palpable pulsating vessels often are present 
over the back and in the axillas. Roentgenologic exami- 
nation of the thorax usually reveals evidence of erosion 
of the costal grooves and a line of increased density 
near the inferior margin of the ribs. The aortic knob 
is generally absent or greatly diminished, and_ the 
ascending aorta often is dilated. In roentgenograms 
made in the left anterior-oblique position, the aortic 
window is unusually clear. 

The presence of coarctation of the aorta frequently 
is overlooked, but this error can be avoided by palpat- 
ing the femoral arteries in the course of every physical 
examination and by careful inspection of every roent- 
genogram of the thorax for the various changes 
mentioned, 


ABSTRACT OF DISCUSSION 


Dr. O. T. Cracett, Rochester, Minn.: Now that an 
effective surgical treatment for some cases of coarctation has 
been developed, it becomes an important responsibility of all 
physicians to be alert to the diagnosis of this condition. Coare- 
tation of the aorta is not as rare as it is generally bclieved 
to be. A conservative estimate would indicate there are at 
least 35,000 persons in the United States who have this condi- 
tion. The diagnosis of coarctation is not difficult. A blood 
pressure manometer, a stethoscope and a_ careful physical 
examination are all that are necessary. It can be confirmed in 
most patients by the roentgenologic signs noted by Dr. Proudfit. 
The intraluminal measurement of blood pressure in the radial 
and femoral arteries and the recording of the pulse waves 
have proved in our experience a most valuable method of 
studying coarctation and have provided a means of measuring 
accurately the changes in circulation and blood pressure that 
have resulted from operation. This examination is carried out 
by inserting needles connected to electronic strain gages clirectly 
into the radial and femoral arteries and simultaneously record- 
ing the pressures and pulse waves in these vessels. We believe 
this method is an easier, safer and more valuable test than 
angiocardiography. In my opinion, the operation should usually 
not be done before 10 years of age, and it may be best delayed 
until the patient is 15 to 16 years of age and has attained most 
of his growth. Patients over 20 years of age are not as suitable 
for operation as younger patients because extensive and perma- 
nent cardiovascular damage may have developed. However, 
we have performed operations with excellent results in patients 
beyond 30 years of age. We have not felt that age itself is 
a contraindication. However, operation should not be attempted 
in patients in whom signs of cardiac failure have developed, 
in patients in whom aneurysms of the great vessels can be 
demonstrated or in those who have had cerebrovascular acci- 
dents. Patients who have been operated on for coarctation 
have not been followed for a long enough time to permit an 
accurate evaluation of the results of operation. The early results 
in those in whom a satisfactory anastomosis could be accom- 
plished are encouraging, however. The operation for coarc- 
tation is a formidable one, not to be undertaken by a surgeon 
without considerable experience in vascular surgery. 
surgical mortality has ranged from 12 to 20 per cent in 
reported series thus far. However, as Dr. Proudfit pointed 
out, more than 60 per cent of patients with coarctation die 
before their fortieth year if not operated on, and, in view 
this poor prognosis, the surgical risk is justifiable. Results 
from operation will improve with more experience and better 
technic. The greatest opportunity for improvement, however, 
lies in earlier diagnosis of this condition, so that operation 
can be performed at an opportune time before extensive cardio- 
vascular damage has resulted. Early diagnosis requires a blood 
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pressure determination as part of every routine physical exami- 
nation, and a consideration of the possibility of coarctation in 
every patient who has an elevated blood pressure. Diminished 
or absent pulsation in the abdominal aorta and femoral vessels 
in the presence of an elevated blood pressure in the arms 
indicates coarctation. It is particularly to be urged that these 
examinations be carried out in children and young adults so 
that the diagnosis of coarctation can be made before irreparable 
cardiovascular damage has developed as a result. 

Dr. Prouprit: I should like to reemphasize that coarctation 
in the vast majority of patients can be diagnosed accurately 
by the simple means which are at hand in ordinary physical 
examination, although the diagnosis may be established some- 
what more securely by pressure records. 


THERAPEUTIC POSSIBILITIES OF MICROWAVES 
Experimental and Clinical Investigation 


KHALIL G. WAKIM, M.D. 
J. F. HERRICK, Ph.D. 
GORDON M. MARTIN, M.D. 
and 


FRANK H. KRUSEN, M.D. 
Rochester, Minn. 


In spite of the fact that radar is considered as one 
of the outstanding developments of World War [I, 
its principles are not new. Radar operates on the 
principle of sending out extremely short pulses of 
high frequency energy and measuring the time interval 
required for this burst of energy to reach its destination 
and he reflected back to its source. By knowing the 
length of time required for the energy to é@ravel back 
and forth, distance to the object can be accurately 
measured, 

The magnetron is essentially a device which can be 
pulsed rapidly for intervals of the order of microseconds 
and is capable of delivering hundreds, thousands or 
millions of watts of power at wavelengths in the centi- 
meter range or shorter. During the war the magnetron 
and other microwave tubes have been used almost 
solely for detection and direction applications. For 
these applications a pulse-echo system is employed. 
As soon as the war was over, investigation of the 
therapeutic possibilities and other applications of con- 
tinuously produced microwaves was inaugurated. 

For many years radiations of very high frequency 
have been used in medicine and surgery for heating 
tissues. Since 1890, when d’Arsonval' demonstrated 
that high frequency electrical currents of 10,000 cycles 
per second caused no muscular contractions, but pro- 
duced heating of tissues when they were passed through 
the human body, physicians have been employing 
increasingly higher frequencies for heating living tis- 
sues. In this communication we are reporting on the 
experimental and clinical application of high frequency 
radiations at a frequency of 2,450 megacycles per sec- 
ond at a wavelength of approximately 12 cm. These 
microwaves have optical properties and can be reflected, 
refracted and diffracted. They can be selectively 
absorbed. The absorption factor of water at 100 F. for 
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microwaves * having a frequency of 2,450 megacycles 
per second is approximately 7,000 times that for radio 
waves having a frequency of 27 megacycles per second. 
The latter is that commonly used in the so-called short 
wave diathermy. 

Up to the present time the reports * in the literature 
have been few regarding the effects of microwaves on 
the living organism. These were conducted by the 
armed forces to dispel fears of possible ill effects of 
radar radiations on personnel connected with radar 
work. The reports are concerned only with exposure 
to radar pulses, which are brief, rapid bursts of energy, 
and not with exposure to continuous microwave 
energy. Follis*® showed that very short bursts of 
energy at the high frequencies used in connection with 
radar work had no ill effects on guinea pigs. The 
biologic effects of microwaves are under investigation. 
Up to the present the general impression has been 
that if the output of microwaves is properly controlled 
and directed no ill effects will result. 


EQUIPMENT USED 

The equipment which was used in our studies con- 
sisted of a small portable microwave diathermy machine 
containing an air-cooled magnetron tube. The energy 
is transported by a coaxial cable from the generator 
to the director. The energy is radiated onto the body 
from the director. There are several types and sizes 
of directors. The one used in this study was a small 
hemispherical director, the diameter of which was 31% 
inches (9 cm.). 

In preparation for using the microwave machine, 
the filament current is first turned on; then, after a time 
delay, the plate current is turned on. The plate current 
is controlled by a variac® and is read on the meter in 
milliamperes or in percentage output. The output in 
watts has been calculated for these machines. In our 
studies variable outputs at different distances for vari- 
ous durations were used in order to determine effective 
and safe dosage and distance and repeatable procedures. 
The measurement of local temperatures of the tissues 
was made by the use of thermocouples before, and after, 
exposure to microwave radiations. Up to date, it has 
not been possible to measure the temperature reliably 
during exposure to microwaves. The hemispherical 
director used in this study does not have a uniform 
pattern of heating. Greater heating is produced toward 
the periphery than in the central area of exposure. 
Our measurements were confined to the area where 
heating is considered maximal; that is, near the 
periphery of the director. The studies were made in 
the extremities, where good muscles and relatively even 
surfaces are available. 

Carefully applied technic produces repeatable results. 
This can be done by marking the exact spots where 
thermocouple needles were inserted. The depth is con- 
trolled by marking the shaft of the thermocouple 
needles so that they can be inserted to the desired 
level. The temperatures were taken in the same area 
of the heating pattern. After a satisfactory control 
period, the thermocouples were removed and the micro- 
waves were turned on, with special care as to accurate 
spacing of the director and exact output. At the 
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termination of the heating period the thermocouples 
were reinserted in the same area and the first readings 
were taken after the thermocouples had time to come 
into equilibrium. This usually occurred within one 
minute after discontinuation of the heating with micro- 
waves. The galvanometer deflections were either read 
on a calibrated scale or photographed. The cutaneous 
temperature was taken by means of contact thermo- 
couples and in some cases by thermistors. The sub- 
cutaneous and muscle temperatures were recorded by 
needle thermocouples inserted into the specified region. 


STUDIES ON ANIMALS 


In collaboration with Leden * we demonstrated with- 
out doubt that microwaves can heat tissues. In fact, 
by the use of sufficient output, temperatures can be 
raised to a fairly high level. With a 75 milliampere 
plate current and the director at a distance of 5 cm., 
the rise in cutaneous temperature was usually between 
3 and 5 C. after twenty minutes. In several experi- 
ments the rise of muscle temperature was greater than 
that of the skin. It must be kept in mind that the con- 
trol temperatures of the deeper tissues are higher than 
that of the skin, so that even with similar rises in all 
tissue layers the final temperature of the muscle at a 


Taste 1.—The Influence of Exposure of the Thigh to Micro- 
waves * on the Flow of Blood in the Femoral Vein 


Blood Flow in Ce. per Minute 


Control Maximal 
Study Before After Percentage 
Number Microwaves Microwaves Increase 

ou 
32 4s 50 
40 74 
23 0 
‘1 | 143 
4 | 45 iM 
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* Plate current 75 milliamperes; hemispherical director (9 em. diam- 
eter) at a distance of 5 em. from skin. 


depth of 1.5 em. is greater than that of the subcutaneous 
tissue or the skin. (This is not true for deeper layers 
of muscle. ) 

The rate of cooling of the various tissues was care- 
fully followed and yielded interesting results. In all 
cases the skin and superficial tissues cooled more 
rapidly than deeper ones. In the trained animals cooling 
was complete and rapid. Within thirty minutes after 
the microwave machine had been turned off, the tem- 
peratures returned to control values. In the anesthe- 
tized animals on which surgical procedures were 
performed the cooling was much slower. 

The blood flow studies were made on the animals by 
the use of a bubble flowmeter which was a modification 
of Dumke and Schmidt’s.*° Continuity between the 
cannulas, introduced into the proximal and distal ends 
of the sectioned vessel, and the flowmeter was estab- 
lished by short rubber tubing. The flowmeter was 
calibrated so that a record of the time necessary for 
the bubble to flow from marker to marker measured 
the rate of blood flow. Definite increase in blood flow 
occurred as a result of heating produced by exposure 
to microwaves. Table 1 gives the data on the individual 


4. Leden, U. M.; Herrick, J. F.; Wakim, K. G., and Krusen, F. H.: 
Preliminary Studies on the Heating and Circulatory Effects of Micro- 
Waves—“Radar,” Brit. J. Phys. Med. 10: 177-184 (Nov.-Dec.) 1947. 

5. Soskin, S.; Priest, W. S., and Schutz, W. J.: The Influence of 
Epinephrin upon the Exchange of Sugar Between Blood and Muscle, 
Am. Physiol. 108: 107-117 (April) 1934. Dumke, P. R., and 
Schmidt, C. F.: Quantitative Measurements of Cerebral Blood Flow in 
Macacque Monkey, ibid. 138:421-431 (Feb.) 1943. 
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experiments on blood flow. It shows that an average 
increase of 109 per cent in blood flow through the 
femoral vein resulted from heating the thigh with 
microwaves. 

After we had found, in collaboration with Leden, 
that exposure of normal trained or anesthetized dogs 
to microwaves produced an increase in the blood flow 
in the exposed extremity accompanying an increase in 
cutaneous, subcutaneous and muscle temperatures, we 
tried to determine the effects of microwaves on ischemic 
tissues in anesthetized dogs. In collaboration with 
\Vorden,” we sought experimental evidence to help 
answer the question: Does ischemia of tissues contra- 
indicate irradiation with microwaves? Ischemia of the 
lower extremities was produced in the anesthetized dog 
by a clamp placed over the abdominal aorta close to 
its bifurcation into the common iliac arteries. From 
this study we learned that when ischemic tissue was 
irradiated for durations of five and ten minutes there 
was no difference in heating effects as compared with 
normal tissues. However, after fifteen or twenty min- 
utes of irradiation, serious damage to the ischemic 
tissues occurred even though the rises of temperature 
were not appreciably higher than those of normal tis- 
sues. It was also observed that in practically every 
experiment when the duration of irradiation was fifteen 
or twenty minutes burning of the ischemic tissues took 
place. When such burns occurred, they appeared over 
hony prominences first. Because of the fact that micro- 
waves are efficiently absorbed by water, it was repeat- 
edly observed that whenever blebs or pockets of fluid 
occurred in the area exposed to microwaves their 
temperature was much more elevated than that of the 
rest of the heated tissues. Microwaves heat edematous 
tissues much more than normal tissues. The data 
obtained from these experiments justified the conclu- 
sions (1) that by placing the hemispherical director 
2.5 cm. from the skin and using a power output of 
30 watts, the elevations in temperature were highest 
after twenty minutes of irradiation, and (2) that 
ischemic tissues, bony prominences and areas of local- 
ized accumulation of fluid should be irradiated with 


caution. 
STUDIES ON HUMAN SUBJECTS : 


Having been convinced that definite heating of tis- 
sues in trained and in anesthetized laboratory animals 
could be easily produced by exposure of various regions 
of the body to microwaves, we undertook cautiously 
the investigation of the effect of microwaves on man. 

In collaboration with Gersten,’? we determined the 
effect of various outputs of microwaves and of different 
periods of exposure to microwave diathermy, on the 
peripheral circulation and on the temperature of tissues 
in the exposed area. We were especially interested in 
determining the optimal effects on the peripheral cr- 
culation and on the temperatures of the irradiated areas 
in man. 

About three hundred observations were made on 
more than 50 normal human subjects. The duration of 
exposure to microwaves varied from five to thirty 
minutes, and the output was 80 or 60 watts. The study 
included the blood flow and the cutaneous, subcuta- 
neous and muscle temperatures of the area exposed to 
microwaves. The studies of blood flow were made 
on the heated and on the contralateral extremity by the 
use of the venous occlusion plethysmograph * with a 


6. Worden, R. E., and others: Unpublished data. 


8. Berry, M. R.; Baldes, E. J.; Essex, H. E. . 
Compensating Plethysmokym raph for | Blood Flow ™ 
Human Extremities, J. Lab. & Clin. Med. 33: 101-117 ( 
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compensating spirometer recorder. In the experiments 
in which the blood flow was studied the cutaneous 
temperatures of both the heated and the contralateral 
extremity were taken by means of a thermistor. The 
studies on tissue temperature of the exposed extremity 


were made by means of copper-constantan thermo-- 


couples. The cutaneous thermocouple was_ slightly 
weighted and placed in contact with the skin. The 
subcutaneous thermocouple was 1.9 cm. long and was 
inserted so that the entire shaft lay beneath the skin 
with its recording tip close to the shaft of the muscle 
thermocouple. The muscle thermocouple was inserted 
vertically to a depth of 1.5 em. 

The source of the high frequency radiations to which 
the forearm was exposed was similar to the air-cooled 
multicavity magnetron that was used in the studies on 
animals. The distance of the hemispherical director 
from the area of the exposed skin was 5 cm. in all the 
observations. 

Control readings of peripheral blood flow or tem- 
peratures or both were established after the subject 
had leen lying quietly on the test bed for at least half 
an hour in a room the temperature of which did not 
vary during the observations. The microwaves were 
applic to the volar surface of the forearm with the 


Triste 2—Effect of Microwaves on the Blood Flow 
in the Heated Extremity 


Flow Flow 
Duration Before After 
ot Heating, Heating, Per- 
Number of Heating, Dosage, Cc. per Ce. per centage 
Studies Minutes Watts 100Ce. 100 Ce. Increase 
5 80 9.16 9.94 8 
| 10 9.10 10.50 13 
Pe 15 80 7.76 9.42 21 
20 80 6.90 10.20 4s 
20 80 7.45 10.43 40 
es 30 6.98 11.45 65 
20 60 6.58 8.12 25 
30 60 6.84 27 
* Blood flow readings in this group of studies were taken on an 
average of OS minutes after cessation of heating. 


proximal margin of the hemispherical director approx- 
imately 8 em. from the elbow. The blood flow readings 
were again taken five minutes after the end of the 
period of treatment with microwaves. In some studies 
additional determinations of blood flow were taken ten 
minutes after exposure to microwaves. 

The cutaneous temperatures in the subjects on whom 
studies of blood flow were made were taken on the 
exposed extremity immediately after treatment with 
microwaves and again after one minute. The cutaneous 
temperature of the unexposed extremity was taken one 
minute after the microwaves were turned off. The 
temperature studies after the exposure to microwaves 
were taken one minute after the period of heating by 
means of thermocouples. Additional temperature read- 
ings were taken every minute for five minutes, and in 
a tew experiments the temperature determinations were 
continued for forty minutes with readings taken at five 
minute intervals. In a number of observations, oral 
temperatures and heart rate were determined before 
and after exposure to microwaves. 

The data on blood flow are given in table 2. In each 
group of studies the average blood flow in cubic centi- 
meters per minute per hundred cubic centimeters of 
tissue in the heated forearm is given and the average 
percentage increase in blood flow is shown. When the 
output of the microwave machine was set at 80 watts 
and the distance of the director was fixed at 5 cm. from 
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the heated area of the forearm, the average percentage 
increase in blood flow as a result of heating was 
greater with longer durations of exposure to micro- 
waves; namely, after five minutes of heating the blood 
flow increased 8 per cent, after ten minutes it increased 
13 per cent, after fifteen minutes 21 per cent, after 


TasLe 3.—Effect of Microwaves on the Blood Flow 
in the Unheated Extremity 


Flow Flow 
Duration Before After 
of Heating, Heating, Per- 
Number of Heating, Dosage, Ce. per Ce. per centage 
Studies Minutes Watts 100 Ce, 100 Ce. Change 
10 9.10 5.0 — 5 
20 7.00 5.00 5 
20 8.20 7.30 —11 
2 20 7.06 6.05 


* Blood flow readings in this group of studies were taken on an 
average of 6.8 minutes after cessation of heating. 


twenty minutes 48 per cent and after thirty minutes 
65 per cent. 

We found that exposure of the forearm of normal 
human beings to microwaves at an output of 80 watts 
produced a sigmoid (S-like) relation between increase 
in blood flow and the duration of irradiation. After 
fifteen minutes of heating the increase in blood flow 
was approximately the same for 60 and 8O watt outputs. 
With longer periods of heating the 80 watt output 
produced significantly greater increases in blood flow 
than the 60 watt output. 

Table 3 gives the corresponding data on the blood 
flow in the unheated contralateral extremity. It is 
clearly shown that the changes in blood flow in the 
unheated extremity are variable and insignificant. 

Table 4 gives the temperature rises in degrees centi- 
grade of the skin, subcutaneous tissues and muscles, 
as a result of exposure of the forearm to microwaves 
for the given duration and output. The elevation of 
the temperature of the skin, subcutaneous tissues and 
muscles in the area exposed to microwaves was signifi- 
cant, even when the duration of exposure was only 
five minutes. For the various durations of exposure 
to microwaves, the average rise in temperature was 
greatest in the muscles. 


Tas_e 4.—Effect of Microwaves on Temperature of Skin, 
Subcutaneous Tissue and Muscle 


Rise in Temperature (C.) 


Duration After Heating 
of A— ~ 
Number of Heating, Dosage, Subeu- 


taneous Muscle 


Studies Minutes Watts Skin 

5 80 4.5 5.2 5.5 
10 so 4.8 5.7 6.1 
15 80 4.8 5.5 6.7 
20 80 4.7 5.8 6.7 
30 2.9 3.4 43 
15 60 4.1 4.8 6.2 
20 60 5 54 6.6 
30 60 3.7 4.0 54 


A significant finding was noted in this study. A 
progressive increase in tissue temperature occurred 
when the periods of exposure to microwaves were 
increased from five to fifteen minutes. Between fifteen 
and twenty minute periods of exposure there was no 
difference in the rises in tissue temperature. However, 
when the period of exposure to microwaves was pro- 
longed to thirty minutes, the rise in temperature of 
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the skin, subcutaneous tissues and muscle was signifi- 
cantly less than for the fifteen to twenty minute 
exposures. 

There was no change in oral temperature or in 
heart rate, and no ill effects from exposure to micro- 
waves at an output up to 80 watts and for periods 
up to thirty minutes. 


CLINICAL APPLICATION OF MICROWAVES 

Our clinical experience with microwave energy as 
a source of therapeutic heat is still limited. Up to date 
70 patients have received a total of approximately 670 
microwave applications. The average number of treat- 
ments per patient is 9. Maximal duration of one treat- 
ment was thirty minutes. The majority of patients 
have had acute subdeltoid or subacromial bursitis or 
chronic periarthritis of the shoulder with varying 
degrees of pain and limitation of motion. Eight patients 
have had microwaves applied for the following condi- 
tions: 4 for acute myositis, 2 for olecranon bursitis, 
| for arthritis of the temporomandibular joint and 1 
for osteoarthritis of ‘the knee. Seven patients with 
involvement of the shoulder received roentgen therapy 
previous to or simultaneously with the application of 
microwaves. In several cases of acute or subacute 
bursitis, marked relief of pain followed the application 
of microwaves. Two patients with painful stiff shoul- 
ders that had been resistant to previous intensive 
roentgen therapy, diathermy, massage and exercise, 
hegan to show rapid improvement after a shift to 
applications of microwave radiations. In 4 of the 70 
cases the pain was increased by the application of 
inicrowave radiation. 

Five patients were treated postoperatively after dental 
extractions, for residual pain and swelling present two 
to twelve days after operation. One to four treatments 
of five to ten minutes each were given. Results were 
excellent, both objectively and subjectively, in all these 
patients. The swelling subsided early, and full move- 
ment of the jaw could be made sooner than usual. 

Although the majority of these patients showed fair 
to excellent subjective and objective improvement, our 
number of observations is so limited that it is impos- 
sible as yet to draw definite conclusions regarding the 
clinical effectiveness of microwave radiation. However, 
so far no untoward effects have been noted in any of 
the cases in which microwaves were used in treatment. 


COMMENT 

In any discussion of microwaves certain questions 
arise that should be answered before final conclusions 
can be drawn: 1. What possible changes other than 
heating may result from exposure to microwaves? 
2. How high may the temperatures of the deep tissues 
be raised without causing damage to the superficial 
tissues? 3. Can deep tissues be damaged by micro- 
wave heating without the physician’s or patient’s being 
aware of destructive action? 4. Is there selective 
absorption of microwave radiations with resultant dif- 
ferences in heating of various tissues such as bone, 
the eyes, teeth, moist skin, dry skin, nerve trunks, 
edematous tissues, hematomas or abscesses? 5. What 
will be the result of applying microwaves over tissue 
containing metallic or other foreign objects ? 


CONCLUSIONS 
Microwaves are apparently a safe, convenient and 


comfortable form of heating for local application to 
tissues. In both dogs and normal human beings micro- 


wave radiations will increase the circulation through 
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the irradiated area. Microwave directors are not as yet 
available for heating very large areas of the body. 

Microwaves may be contraindicated or at least should 
be used with caution over tissues with impaired circu- 
lation, over tissues with high fluid content, over regions 
containing metallic implants and over areas with hem- 
orrhagic tendencies. 

Much more careful investigative work must be done 
with microwave energy before we shall be certain of 
its rightful place in the field of physical medicine. 
Although our investigations to date indicate that micro- 
waves have considerable promise, clinically they should 
be used with caution and reservations. 


ABSTRACT OF DISCUSSION 


Dre. Harotp Dinken, Denver: Dr. Wakim, would you 
care to make comment on the comparative efficiency of short 
wave induction and microwaves as far as for deep heating of 
the periosteum? As for the work with thermocouples, it would 
indicate that you could heat to 160 F. Can you get that high 
with microwaves? 

Dr. K. G. Wakim, Rochester, Minn.: Our investigations 
so far on that phase—i. e., comparative efficiency of short 
waves and microwaves—are not sufficient to qualify mc to 
give a definite answer to your question. 

Dr. Dinken: In the presence of foreign bodies of a 1 ctal- 
like nature, is there any effect from the microwaves diffcring 
from that of the short wave? 

Dr. Waktu: In the presence of metallic foreign bodics in 
the field of irradiation with microwaves, there is the possibility 
that the metal may act as antenna and concentrate microwave 
energy. | would not be surprised if burns result in such areas 
of concentrated heat energy. 

Dr. Jerome Welss, Brooklyn: What distances and power 
outputs are they using in the initial clinical studies? 

Dr. Wakim: A distance of 5 cm. and a power output of 
about 60 watts were used in our initial clinical studies. The 
problem of varying distance and output are under investigation, 
and as soon as we have sufficient data to convince ourselves 
of optimal distance and output we will state that. We must 
accumulate much more data before we can make any definite 
suggestions. 

Dr. Weiss: Are you using the subjective sensation of 
warmth as the end point or guide to your dosage? 

Dr. Wakim: On the patients, yes. We used the same 
distance and output on ourselves first. Sometimes, I felt much 
warmer in the beginning than toward the end of a period of 
exposure. I do not believe that subjective sensations are very 
reliable. We are looking for objective methods. The use of 
thermocouples and temperature registration is far superior to 
subjective sensations, but unfortunately cannot be applied dur- 
ing exposure to microwaves. 

Dr. Louts B. Newman, Chicago: Dr. Wakim, you have 
shown that the temperature of the tissues drops after twenty 
or thirty minutes, and it seems to continue to drop. What 
happens after thirty minutes? Is there a still further drop 
or is there a leveling off in the temperature? 

Dr. Wakim: We have not studied that, but I do not believe 
that there would be much of a dropping in temperature any 
more because we have not so far been able to increase the 
circulation above the 80 per cent I stated. After we are sure 
that microwaves have no other biologic effect than heating, 
then we will go to long durations and find out what happens 
to the temperature levels. This is a new device, and it pays 
to be cautious and conservative in its application and appraisal. 
I would like to keep my statements within the bounds of our 
data to date. 

Dr. Davin Kune, Los Angeles: You mentioned treatment 
of bursitis. In most cases of bursitis there is an effusion. 
Would you advise physicians who own this apparatus not to 
use it in bursitis unless they aspirate the fluid first? Would you 
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consider the treatment contraindicated in rheumatoid arthritis 
with effusions in the joints? 

Dre. Wakim: We are not yet ready to give definite opinions 
on indications and contraindications. The number of patients 
we treated is small. After we have treated several hundred 
patients and appraised our findings we might be in a better 
position to give more definitely the indications and contraindi- 
cations for microwave diathermy. However, the presence of 
bony prominences and localized accumulations of fluid should 
be handled with due care. 

De. lee: Would you give the difference in pathologic 
findings of a burn from a microwave as compared to a burn 
from another source? Is there any difference pathologically 
under the microscope of the tissues? 

Dr. Wakim: I am not qualified to answer that, as I have 
not studied the difference between burns caused by microwaves 
and those caused by other means. Dr. Weiss, who made such 
studies. may be able to tell us. 

De. Emtre Brunor, New York: I would like to know 
whether the presence of the thermocouple will cause a differ- 
ence in the temperature locally. 

De. Wakim: No, the mere transient presence of the needle 
therm couple in tissues does not cause any difference in the 
local temperature. The thermocouples were not left in the 
tissues during exposure to microwaves. 


IDIOPATHIC THROMBOCYTOPENIC PURPURA 
AND MENORRHAGIA MISTAKENLY 
TREATED FOR LOCAL DISEASE 


Report of Four Cases 


WILLIAM DAMESHEK, M.D. 
and 


JACK J. RHEINGOLD, M.D. 
Boston 


That profuse and prolonged bleeding from the uterus 
may occur in idiopathic thrombocytopenic purpura has 
long been known. Indeed, menorrhagia may be the 
earliest manifestation of the disease and on occasion its 
only symptom. However, excessive menstrual bleed- 
ing is all too often considered as being due to purely 
local causes, with the result that such procedures as 
dilation and curettage of the cervix and even hyster- 
ectomy have been performed. The observation of 
4 such cases in the period of a few months, the under- 
lying disease in each instance being idiopathic thrombo- 
cytopenic purpura, brought this situation acutely to 
mind. In 3 of the 4 cases studied, dilation and curet- 
tage of the uterus had been performed at least once, 
and in the fourth case hysterectomy had been done. 
The simple procedure of studying a blood smear for 
blood platelets would have revealed the almost complete 
lack of these cellular elements and thus have prevented 
the various gynecologic procedures. 


REPORT OF CASES 

Case 1—N. G. W., a 52 year old married woman novelist, 
was admitted to the Joseph H. Pratt Diagnostic Hospital with 
the chief complaint of easy bruising, bleeding from the gums 
and menorrhagia for a period of about four months. Early 
in the present illness she had noted “bruises” on the legs 
and arms, apparently unrelated to trauma. Her gums bled 
easily when she brushed her teeth. Her menses began to 
increase in duration and quantity of flow and about two months 
before admission became particularly prolonged. She was 
informed that she had fibroids of the uterus, requiring immediate 
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hospitalization for operation. In the hospital she was found 
to be anemic (red blood cell count 2,700,000 and hemoglobin 
48 per cent) and was given several transfusions. Despite this, 
her red cell count fell to 1,700,000 and on one occasion symp- 
toms of shock developed, for which transfusions of plasma and 
1,000 cc. of blood were given. Hysterectomy was performed 
as an emergency measure, and, although the patient improved 
considerably, there was continued oozing from the vagina 
and the gums began to bleed spontaneoysly. Eight transfusions 
of blood were given without any effect on the bleeding tendency. 
Shortly thereafter, petechiae were noted on both legs. The 
possibility of a hemorrhagic disorder was considered, and the 
patient was referred for diagnosis and further treatment. 

There was no family history of a hemorrhagic tendency or 
any other blood dyscrasia. Five years previously, the patient 
experienced painful swelling of several joints, including those 
of the knees, the feet and the fingers, in association with a 
rash on the bridge of the nose and cheeks. The diagnosis of 
lupus erythematosus was made, and treatment with weekly 
injections of gold compound was instituted. However, a cuta- 
neous reaction occurred about three months later, following 
which treatment with the gold preparation was discontinued. 
The patient’s symptoms disappeared gradually, leaving a slight 
residual deformity of the hands and wrists. 

Physical examination on admission revealed a pale slight 
asthenic middle-aged woman. The gums were boggy, witli 
evidences of slight bleeding. Many small petechial hemorrhages 
of the buccal mucosae and palate were present. There was no 
lymphadenopathy. The liver and spleen were not palpable. 
There was a healing midline scar of the lower part of the 
abdomen. Numerous pinpoint petechial hemorrhages and several 
ecchymoses were present on the lower legs. The fingers of 
both hands showed spindle-shaped deformities, and the right 
elbow could not be fully extended. 

Blood cell counts revealed red blood cells 3,400,000, hemo- 
globin 10.0 Gm. (65 per cent) and white blood cells 3,800, 
with 53 per cent polymorphonuclear leukocytes, 17 per cent 
lymphocytes, 20 per cent monocytes, 9 per cent eosinophils and 
1 per cent basophils. The blood smear showed a complete 
lack of platelets. A platelet count revealed 13,600 platelets per 
cubic millimeter (normal count about 500,000 per cubic milli- 
meter), representing for practical purposes essentially no plate- 
lets. A sternal puncture revealed a hyperplastic marrow with 
increased numbers of megakaryocytes, which, however, showed 
no evidence of platelet production. The result of the tourniquet 
test was decidedly positive and the bleeding time considerably 
prolonged. Bleeding was stopped manually at the end of ten 
minutes. The coagulation time was within normal limits, but 
there was no clot retraction. The diagnosis of idiopathic 
thrombocytopenic purpura was made. Following two transfu- 
sions, splenectomy was performed. An accessory spleen was 
found and removed. Postoperatively the patient did well clin- 
ically, although a stitch abscess developed. There was a 
complete cessation of vaginal and gingival bleeding, and no 
further petechiae or ecchymoses occurred. However, the rise 
in platelet count was relatively unsatisfactory, never reaching 
levels above 100,000 per cubic millimeter. At the time of 
the patient’s discharge from the hospital the following blood 
cell counts were obtained: red blood cells 3,480,000, hemoglobin 
11 Gm. (71 per cent), white blood cells 6,200 and platelets 
86,240. The bleeding time remained somewhat increased. In 
the course of the next year, the platelet count rose gradually 
to almost normal levels. The red cell counts and hemoglobin 
levels were, however, well maintained. 


Comment.—In this case, in which there was severe 
menstrual bleeding requiring numerous transfusions, 
hysterectomy was performed on the mistaken assump- 
tion that uterine fibroids were the cause of the bleeding. 
When vaginal bleeding continued after hysterectomy, 
a hemorrhagic disease was suspected and idiopathic 
thrombocytopenic purpura found. There was an incom- 
plete result from splenectomy, indicating that a splenic 
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abnormality was probably not the only causative factor 
in the patient’s thrombocytopenic purpura. Other fac- 
tors might include lupus erythematosus (which itself 
may result in thrombocytopenia), treatment with gold 
compound and rheumatoid arthritis. It should be 
noted that, despite the initial relative lack of platelet 
response, there was complete cessation of bleeding from 
mucous membranes and into the skin, indicating prob- 
ably that splenectomy had at first resulted in a vascular 
rather than a thrombocytopenic effect. 


Case 2.—M. E. W., a 20 year old single white girl, was 
admitted to the Joseph H. Pratt Diagnostic Hospital with 
the chief complaint of bleeding profusely from the vagina, 
rectum and gums. The present illness began about thirty-two 
months before admission, when she consulted a dentist for 
bleeding of the gums; local therapy was given for about a 
year. About a year and a half before admission she began 
to work in an industrial plant where she came in contact 
with cyanate solution. Six months before admission small 
spontaneously appearing ecchymoses had been noted. About 
three months before atlmission and following a severe fall she 
noticed extensive ecchymoses of the upper and lower extremi- 
ties. Several days later she experienced nausea and vomiting 
and on the following day noticed red blood in the feces. On 
the following day her expected menstrual period began and 
was exceedingly profuse and persistent. After several weeks 
of bleeding she was admitted to her local hospital where 
dilation and curettage were performed and a vaginal pack 
inserted. Several transfusions were given and when she left 
the hospital after eleven days the bleeding had ceased. How- 
ever vaginal bleeding resumed again and became profuse. The 
patient was readmitted to her local hospital and given a trans- 
fusion and again dilation and curettage were performed and 
a vaginal pack inserted. The bleeding recurred, however, and 
the patient was referred for diagnosis and therapy. 

The past history was not remarkable, and there 
family history of bleeding tendency or blood dyscrasia. 

The physical examination revealed a well developed and well 
nourished young woman. No petechiae or ecchymoses were 
There was no evidence of bleeding from the mucous 
membranes. The spleen was palpable 2 to 3 fiingerbreadths 
below the costal margin and slightly tender. The liver was 
palpable 1 fingerbreadth below the right costal margin. 

Laboratory examination revealed: red blood cell count 
4,300,000, hemoglobin 83 per cent and white blood cells 8,620, 
with polymorphonuclear cells 40 per cent, lymphocytes 30 per 
monocytes 10 per cent, eosinophils 5 per cent and 
The blood smear showed only rare plate- 
The platelet 


was no 


present. 


cent, 
basophils 5 per cent. 
lets, which were large and bizarre in shape. 


count was practically nil: 8,620 per cubic centimeter. The 
bleeding time on successive occasions was 7 minutes and 10 
minutes. The result of the tourniquet test was positive. Clot 


retraction was completely lacking at 24 hours. The results of 
coagulation tests were 17, 21 and 24 minutes. Examination 
of the marrow by sternal puncture revealed an unusual abun- 
dance of megakaryocytes, which were, however, unproductive 
of platelets. 

The diagnosis of idiopathic thrombocytopenic purpura was 
made, and splenectomy was performed. The splenomegaly was 
iound to be due to congestion with blood, presumably from 
the repeated transfusions. The platelet count began to rise 
immediately after operation and soon reached normal levels. 
Recovery was uneventful, and no further hemorrhagic manifes- 
tations occurred. At the time of discharge from the hospital 
the following blood cell counts were obtained: red blood 
cells 4,500,000, hemoglobin 13.3 Gm. (86 per cent), white blood 
cells 8,050, and platelets 1,443,200 per cubic millimeter. 


Comment.—In this case. numerous transfusions and 
two curettages of the uterus were performed in a 
virgin young woman in the attempt to control menor- 
rhagia, the fundamental disease of idiopathic thrombo- 
cytopenic purpura not being recognized. 


Continued 
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hemorrhage finally led to the thought that a hemor- 
rhagic disease might be present. Splenectomy resulted 
in complete cure. 


Case 3—K. G., a 15 year old girl, was admitted to the 
Joseph H. Pratt Diagnostic Hospital on Dec. 10, 1947, com- 
plaining of excessive menstrual flow. The illness began with 
the onset of the menstrual cycle about thirteen months prior 
to admission, when she had a prolonged and profuse menstrual 
period. She was given antuitrin® (a soluble extract from the 
anterior lobe of the pituitary), following which the period 
ceased. The next several periods were essentially normal, but 
again a prolonged and severe period took place, following 
which the patient was hospitalized and dilation and curettage 
performed. Again antuitrin® was given, and again the bleeding 
diminished. For the next nine months, the periods were not 
remarkable. However, two months before the patient’s admis- 
sion profuse menstrual flow took place again, continuing for 
the next five weeks. At this time there was no response to 
the administration of either antuitrin® or testosterone. The 
patient was admitted to another hospital, where she was reported 
to have a red cell count of about 1,800,000 and a hemoglobin 
concentration of 17 per cent. The leukocyte count was 23,000, 
with an increased number of polymorphonuclear cells. In addi- 
tion, myeloblasts and myelocytes were reported as being present 
in the smear. Because of the possibility of leukemia, roentgen 
therapy was given over the spleen. Other bleeding phenomena 
included occasional severe nosebleeds and one episode of 
bloody vomitus lasting for four to five days. The past history 
and family history were noncontributory. 

Physical examination revealed an adolescent girl with decided 
pallor. Several small glands were present in the posterior 
cervical, right axillary and inguinal regions. A_ grade II 
systolic murmur was present at the apex and over the entire 
precordium. The spleen was palpable 4 cm. below the left 
costal margin. 

Laboratory examination revealed: red blood ceil count 
1,650,000, hemoglobin 32 per cent, and white blood cells 
4,000, with 70 per cent polymorphonuclear cells, 15 per cent 
lymphocytes, 12 per cent monocytes and 3 per cent eosinophils. 
The reticulocytes numbered 12.5 per cent. The platelet count 
was 33,000 per cubic millimeter. The blood smears showed 
only occasional platelets. In addition, the red cells were 
decidedly abnormal, showing well defined spherocytosis and 
increased polychromatophilia. The sternal puncture showed a¢ 
hyperplastic marrow and abundant megakaryocytes which were 
not producing platelets. 

The diagnosis of idiopathic thrombocytopenic purpura im 
association with hemolytic anemia and granulocytopenia (splenic 
pancytopenia) was made. It was believed that the entire blood 
picture could be explained on the basis of hypersplenism.' 
Splenectomy was performed and was followed by a quick rise 
in platelets and a rapid improvement in the patient's clinical 
condition. The blood cell counts on discharge were as follows: 
red blood cells 3,200,000, hemoglobin 8.3 Gm. (53 per cent), 
platelets 1,216,000 and white blood cells 11,050. Spherocytosis 
was still present. 


Comment.—In this case, menorrhagia was at first 
considered to be due to a “functional” or endocrine 
disturbance, for which various endocrine products were 
given. Later a local lesion was suspected and curet- 
tage was performed, although the patient was a 15 year 
old virgin girl. Studies revealed that the case was of 
unusual interest, in that not only was idiopathic throm- 
bocytopenic purpura present but there was hemolytic 
anemia with spherocytosis and a tendency to leuko- 
penia. It is probable that the underlying disease here 
was familial spherocytosis and that the splenic abnor- 
mality led not only to anemia but to thrombocytopenia 
and granulocytopenia as well (splenic pancytopenia '). 
Cure of all the hematologic abnormalities except 
spherocytosis was affected by splenectomy. 


. Dameshek and Estren: 
team & Stratton, 1948. 
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Case 4.—R. McC., an 18 year old single girl, was admitted 
to the Joseph H. Pratt Diagnostic Hospital with the chief 
complaint of menorrhagia and metrorrhagia of several months’ 
duration. Since the onset of her menses at the age of 11, she 
had noticed a tendency to bruise easily. About six months 
previously, her menstrual period had lasted four to five days 
longer than usual and the flow was much more profuse. The 
next three periods were entirely normal. Two months before 
admission she again had a profuse menstrual flow. The patient 
was admitted to another hospital and given several transfusions, 
following which the flow stopped gradually. One month before 
admission the menstrual period was again unusually prolonged. 
She was at first treated with hormone injections, but since 
bleeding continued, dilation and curettage of the uterus were 
done. Slight bleeding continued intermittently, however, and 
the possibility of a hemorrhagic disease was suspected. Severe 
nosebleeds had occurred, and the patient had noticed several 
ecchymoses on her legs. The past history was of interest 
because of “anemia” since childhood, when she had had an 
attack of rheumatic fever. A maternal aunt had suffered from 
nosebleeds and menorrhagia. 

Physical examination revealed an essentially normal-appearing 
girl. A grade II systolic murmur was heard best at the fourth 
interspace adjacent to the sternum on the left. Several fading 
ecchymotic areas were present on the legs. No petechiae of 
the skin or mucous membranes were seen. Neither the spleen 
nor the liver was palpable, and there was no enlargement of 
peripheral lymph nodes. 

Examination of the blood revealed: red blood cells 4,000,000, 
hemoglobin 78 per cent (12.1 Gm.) and white blood cells 
7,050, with polymorphonuclear cells 85 per cent, lymphocytes 
1] per cent, monocytes 2 per cent and eosinophils and basophils 
1 per cent each. Examination of the blood smear revealed a 
great diminution of platelets, and platelet counts on two occa- 
sions were 64,000 and 38,000 per cubic millimeter. The bleeding 
time was at least 10 minutes (bleeding stopped manually). 
The result of the tourniquet test was negative. The results of 
coagulation tests (test tube method) were 17, 22 and 25 minutes. 
Sternal puncture aspiration revealed a hyperplastic bone marrow 
containing numerous megakaryocytes; however, these showed 
little platelet formation. Splenectomy was performed and was 
followed by a rapid rise in platelet levels to high normal 
values, and all evidence of increased bleeding ceased. At the 
time of discharge from the hospital, the following blood cell 
counts were obtained: red blood cells 4,120,000, hemoglobin 
11.3 Gm. (73 per cent), white blood cells 9,300 and platelets 
1,212,800. 


Comment.—lIn this case of a virgin girl, menorrhagia 
was first treated with hormones, and then dilation and 
curettage of the uterus were performed. Continued 
bleeding led to the suspicion that a hemorrhagic dis- 
ease might be present. Splenectomy was curative of 
the fundamental disorder. 


GENERAL COMMENT 

Idiopathic thrombocytopenic purpura is a disease of 
unknown causation, occurring far more frequently in 
female than in male subjects and characterized by an 
increased tendency to bleed from the mucous mem- 
branes and into the skin. The bleeding tendency is 
associated with a decided diminution in the circulating 
blood platelets, which in cases of severe disease almost 
entirely disappear from the blood. Despite the paucity 
of blood platelets, their precursors in the bone marrow 
—the megakaryocytes—are present in increased num- 
bers but show a diminution in platelet production from 
their cytoplasm.*? After splenectomy, platelet produc- 
tion by the megakaryocytes becomes considerably 
increased and is reflected in the blood .by a great 


2. Dameshek, W., and Miller, E. B.: The Megakaryocytes in Idio- 
pathic Purpura: A Form of Hypersplenism, Blood. 1:27, 1946. 
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increase in circulating blood platelets. These usually 
reach abnormally high levels within a few days or a 
week after operation, gradually becoming leveled off 
in about two to three weeks. Splenectomy is not uni- 
formly successful in bringing about a return to normal 
platelet levels, but in our series of cases the operation 
has resulted in an immediate and complete response in 
approximately 60 per cent of the cases, a partial or 
very slow response in 30 per cent and complete failure 
in 10 per cent. 

One of the first indications of the disease in girls is 
often the presence of decided menorrhagia. This may 
occur at the menarche; Werlhof, who gave the first 
definite description of the disease (cited by Dameshek 
and Miller*), reported such a case. The menstrual 
bleeding may be associated with such other hemor- 
rhagic manifestations as nosebleeds, bleeding from the 
gums and other mucous membranes, ecchymoses and 
petechiae. In some cases, however, menorrhagia may 
be the sole manifestation of the abnormal bleeding 
tendency. 

It is in these cases, or when the menorrhagia is out- 
standing, that attention may become focused either on 
a possible local lesion causing bleeding or on the possi- 
bility of an endocrine disturbance. 

In these circumstances, local therapy, diagnostic 
procedures, such as dilation and curettage, and even 
hysterectomy are not infrequently performed. In addi- 
tion, various forms of endocrine therapy are often given 
on the empiric possibility that an abnormality of ovarian 
or other function may be present. This was the situa- 
tion in each of the 4 cases reported. 

These patients had been examined in various parts 
of New England, and in each instance the erroneous 
diagnosis of local lesion causing menorrhagia or of an 
endocrine disturbance had been made. As a result, 
various operative procedures, usually dilation and curet- 
tage. were undertaken before the diagnosis of a possible 
hemorrhagic disturbance was first suspected. The pro- 
cedures of dilation and curettage in 3 of the 4 cases 
was carried out in virgin girls, 1 of whom was curetted 
twice. Hysterectomy was performed in 1 case in a 
woman bevond the childbearing age. 

The management of these cases indicates a failure to 
consider the possibility of hemorrhagic disease in the 
presence of profuse menstrual flow. That this possi- 
bility is important to rule in or out in a given case of 
menorrhagia and/or metrorrhagia, is self evident from 
the material presented here. How then can the diag- 
nosis of hemorrhagic disease, more particularly of 
idiopathic thrombocytopenic purpura, be made quickly 
or ruled out, so that unnecessary operative procedures 
in the hemorrhagic cases may be avoided? 

Probably the simplest, and in some ways the best, 
method for determining whether a given case of menor- 
rhagia is due to a reduced platelet count is by the care- 
ful examination of a stained blood smear preparation. 
This is often of greater value and importance than a 
platelet count, which if performed only occasionally, as 
in many small laboratories, is often far from accurate. 
To be sure, the blood smear examination for platelets 
does not give a figure, but neither does it give an 
inaccurate figure. If the blood smears are well spread, 
preferably on carefully cleaned cover slips, and well 
stained, the platelets should be regularly distributed 
and their numbers readily estimated. Normally, plate- 
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lets are present both singly and in clumps in every oil 
immersion field. With a moderate reduction in plate- 
lets, clumps are rarely seen and 3 to 6 single platelets 
may be found in an oil immersion field. With a decided 
platelet reduction, only an occasional platelet, at most 2, 
is seen and many fields are completely lacking in these 
cells. 

Usually in idiopathic thrombocytopenic purpura 
there is not only a quantitative abnormality in _plate- 
lets but these bodies show more or less striking quali- 
tative changes. They tend to be large, sometimes as 
large as red cells, and often have bizarre shapes (oval, 
elongated, round, ete. ). 

The blood smear is also important from the point 
of view of examination of the other two blood elements, 
the leukocytes and the red cells. Primitive leukocytes 
when present usually signify leukemia, which is almost 
always associated with decided thrombocytopenia. Red 
cell changes of importance relate to the presence or 
absence of nucleated. red cells, spherocytosis and 
increased polychromatophilia. 

Confirmation of a low blood platelet level, as esti- 
mated from the blood smear, is obtained by the use ot 
several laboratory tests, including the platelet count, 
the bleeding time, the tourniquet test and the clot 
retraction test. The platelet count is determined in our 
laboratory by the indirect method of Dameshek.* With 
this method, simultaneous counts of the reticulo- 
cytes can be performed. The normal platelet count 
ranges from 400,000 to 900,000 per cubic millimeter. 
For the bleeding time, the methods of Duke,‘ by which 
the ear is punctured, and Ivy* are utilized. Satis- 
iactory results are obtained with the Duke method with 
a sharp no. 1! Bard-Parker knife blade, with which 
the ear lobe is quickly pierced. The normal bleeding 
time is 1 to 3 minutes by this method. As a rule the 
lower the platelet count, the more prolonged is the 
bleeding time. Bleeding times in excess of 5 minutes 
are definitely abnormal. Bleeding times in excess of 
10 minutes are usually associated with extreme reduc- 
tions in platelet counts. 

The tourniquet test is performed either by placing a 
tourniquet around the arm for a few minutes or, more 
accurately, by the method of Wright and Lilienfeld." 
In this standardized technic, the blood pressure cuff is 
kept maintained at a level halfway between systole and 
diastole for 15 minutes and the number of petechiae 
counted in a circle 2.5 cm. in diameter and 4 cm. below 
the bend of the elbow. As a rule, the lower the platelet 
count, the more pronounced is the positiveness of the 
result of the tourniquet test, i. e., the greater is the 
number of petechiae present. The clot retraction is 
determmed by observation of the behavior of the clot 
of 1 ce. of blood in a test tube at intervals of 30 minutes 
and 1, 2 and 24 hours. Normally, retraction of the clot 
from the walls of the test tube begins in 30 minutes, is 
appreciable by 1 hour and is complete in 3 to 24 hours. 


3. Dameshek, W.: A Method for the Simultaneous Enumeration of 
Blood Platelets and Reticulocytes, with Consideration. of Normal Blood 
Platelets in Men and Women, Arch. Int. Med. 50:579 (Oct.) 1932. 

4. Duke, W. W.: The Relation of Blood Platelets to Hemorrhagic 
Disease: Description of a Method for Determining the Bleeding Time 
and Coagulation Time and Report of Three Cases of Hemorrhagic Disease 
Relieved by Transfusion, J. A. M. A. 55: 1185 €Oct. 1) 1910. 

5. Ivy, A. C.; Shapiro, P. F., and Melnick, P.: The Bleeding Ten- 
dency in Jaundice, Surg., Gynec. & Obst. 60: 781, 1935. 

6. Wright, I. S., and Lilienfeld, A.: Pharmacologic and Therapeutic 
Properties of Crystalline Vitamin C (Cevitamic Acid), with Especial 
Reference to Its Effects on Capillary Fragility, Arch. Int. Med. 57: 
241 (Feb.) 1936. 


In the presence of abundant platelets on smear, a 
normal bleeding time and a negative result of a tourni- 
quet test, idiopathic thrombocytopenic purpura and, in 
fact, almost all other hemorrhagic disorders which 
women may be subject to can be discarded. In the 
presence of abundant platelets, a distinctly increased 
bleeding time and/or a distinctly positive result of a 
tourniquet test, one can make the diagnosis of some 
form of vascular purpura, including that known as 
pseudohemophilia.* In the latter an increased bleed- 
ing time is the outstanding or central manifestation 
and is probably due to a disturbance in capillary retrac- 
tility following trauma. It hardly ever is necessary to 
consider an increased coagulation time as the cause of 
abnormal bleeding ina woman. One can make a simple 
and fairly accurate test of the clotting time by placing 
| ce. of blood into a clean 5 or 10 ce. test tube and 
observing the presence or absence of clotting every 
5 minutes by gently tilting the tube. More accurate 
tests for the coagulation time may be made.* 

Thus, with only a few simple tests which can be 
readily performed at the bedside or in the physician's 
office, the diagnosis of a serious hemorrhagic disorder 
can be readily made or disproved. However, the impor- 
tant thing is for the physician not to forget that menor- 
rhagia may indicate a hemorrhagic disorder rather than 
a local uterine condition or an endocrine disturbance. 

In the diagnosis of thrombocytopenic purpura, the 
observation of a great diminution in blood platelets is 
of prime importance. In a laboratory where platelet 
counts are not regularly and routinely performed, 
enumeration of platelets by the various methods may 
often be erroneous and misleading. The simplest 
method for an approximate enumeration of the platelets 
is through an examination of a well spread and well 
stained cover slip blood smear. With a little practice, 
one can learn quickly to recognize a definite diminution 
in the blood platelets. Confirmation of the diagnosis is 
obtained by use of other tests. Sternal puncture is of 
outstanding importance, not only as a means of ruling 
out leukemia and other abnormal conditions involving 
the marrow but to note the characteristic histologic 
features of idiopathic thrombocytopenic purpura, i. ¢.. 
increased numbers of megakaryocytes and greatly 
diminished platelet production. Splenectomy is to he 
considered as soon as the definite diagnosis of idiopathic 
thrombocytopenic purpura has been established. 


SUM MARY 

Four cases of idiopathic thrombocytopenic purpura 
with menorrhagia were observed, in each of which 
various gynecologic operations, including dilation and 
curettage and hysterectomy, were performed without 
any effect on the profuse bleeding. This suggested the 
definite likelihood that idiopathic thrombocytopenic 
purpura might be present. 

The various tests by which the diagnosis of idiopathic 
thrombocytopenic purpura is made are described. It 
is suggested that each patient with menorrhagia (or 
other bleeding tendency) as a symptom should have at 
least a blood smear examination, to rule in or out the 
presence of diminished platelets. Performance of this 
and other simple hematologic tests would go far toward 
reducing the number of unnecessary gynecologic pro- 
cedures in cases of menorrhagia. 


7. Estren, S.; Sanchez Medal, L., and Dameshek, W.: Pseudo 
hemophilia, Blood 1: 504, 1946. 
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DIAGNOSIS OF HELMINTHIASIS 


ELMER H. LOUGHLIN, M.D. 
and 


SAMUEL H. SPITZ, M.D. 
Brooklyn, N. Y. 


The parasitic infections have traveled throughout 
the centuries at the forefront of the scourges afflicting 
the human race, surpassing even cancer, tuberculosis 
and plague. Not the least important of these are the 
helminth infections of the gastrointestinal tract, of 
which two, hookworm and schistosomiasis, are ranked 
with malaria as the most dangerous diseases of 
mankind. 

Stoll ' estimated that there are 72,000,000 tapeworm, 
148,000,000 fluke and more than 2,000,000,000 round- 
worm infections distributed throughout the world, a 
number exceeding the total of the world population. 
Well over half of these infections reside in the gastro- 
intestinal tract. A not insignificant percentage of them 
is encountered in the United States and Canada. Again, 
he calculated that there are about 18,000,000 Enterobius, 
2.000.000 hookworm, 3,000,000 Ascaris, 400,000 each 
of Trichuris and Strongyloides and 100,000 each of 
Taenit and Hymenolepis infections. The addition of 
21,000,000 Trichinella infections elevates these already 
startling numbers to a really staggering total. 

Since World War II, species of worms other than 
those indigenous to this country have been encountered 
in returning servicemen, among whom | in 15, with 
duty in the Pacific area, carried home infections with 
Aneylostoma duodenale, the Old World hookworm. 
Thus, the possibility of the establishment of another 
and more resistant variety of hookworm in our south- 
ern states becomes likely. With the repatriation of 
American prisoners of war,* the release of servicemen 
from areas where Schistosoma japonicum was endemic, 
and the recent immigration of large numbers of persons 
from the Caribbean islands where Schistosoma mansoni 
was alundant, American physicians are confronted with 
problems relating to these infections, as well as to the 
infections with autochthonous helminths. 


DIAGNOSTIC METHODS 


Despite the enormous numbers of these diseases and 
the diverse problems that arise from them, relatively 
little has been accomplished in the way of diagnosis and 
treatment. This is particularly true of the gastro- 
intestinal helminth infections. Although practicing phy- 
sicians and laboratory technicians are well acquainted 
with the diagnostic tests used in bacterial, spirochetal 
and viral diseases, relatively few are more than vaguely 
familiar with the laboratory procedures necessary to 
diagnose infections with helminths. This apparent lack 
of interest is due chiefly to the fact that certain of the 
technics which are in use today are difficult to perform 
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and require special equipment and, even after comple- 
tion, they are deficient in results. Also, there is scant 
knowledge concerning the sequence in which they 
should be employed. 

Most of the diagnostic technics in vogue today differ 
only slightly from the concentration technics of Bass,’ 
introduced in 1909 in this country, and of Telemann,’ 
published in 1908 in Germany. The latter, nothwith- 
standing its inadequacies, is still used in many investi- 
gative centers. Bass recommended an elaborate technic, 
using a 1:10 fecal water emulsion, strained through 
gauze and centrifuged repeatedly through a series of 
solutions with specific gravities ranging from 1,000 to 
1.250. This procedure, designed for diagnosis of light 
hookworm infections, required from twenty-five to 
thirty minutes per specimen to perform before micro- 
scopic examination of the smear could be started. 

Technics described in modern texts of clinical labora- 
tory methods are sintilarly complicated. The extensive 
contact with malodorous excrement is usually enough 
to stifle the enthusiasm of the most ardent diagnostician. 
Some methods require actual weighing of fecal material, 
as well as straining of emulsions through gauze; others 
use large jars for sedimenting and decanting which 
take up considerable space; some are effective for only 
eggs that float, others, for eggs that sink: few are 
effective for both types. Most of these are not suitable 
for use in the average laboratory, and, when all factors 
are considered, it is little wonder that the ordinary fecal 
water smears with their inadequacies are almost uni- 
versally relied on for diagnosis. 

In 1945, one of us (E. H. L.) and Stoll, cognizant 
of the deficiencies of these technics, but also realizing 
that the Telemann technic did concentrate to a cer- 
tain extent operculate as well as nonoperculate eggs, 
expressed the view that it could be modified to provide 
adequate concentration of all ova. Using a solution 
of hydrochloric acid with a specific gravity of 1.030, 
which permitted the sedimentation of ova, as well as 
providing adequate comminution of the feces, and a 
mixture of ether and xylene, which diminished the 
adhesiveness of the fecal debris, we gradually devised 
the acid-ether-xylene (AEX) method." When com- 
pared with technics such as the Lane DCF (direct 
centrifugal flotation), Willis brine flotation, Faust zinc 
sulfate flotation, Telemann hydrochloric acid-ether and 
the de Rivas acetic acid-ether methods,’ the AEX 
technic was found to have a superior degree of diag- 
nostic efficiency. 

Although yielding excellent quantities of ova, the 
use of acid had certain handicaps, viz., distortion of 
some eggs and corrosion of the microscope objectives, 
the latter caused by the escape of acid fumes from 
beneath the cover slip. Therefore, search was made 
for a substitute for the acid which would overcome 
these difficulties. Two wetting agents, calgon® (sodium 


4 . C. C.: Mild Uneinaria Infections, Arch. Int. Med. 3: 446- 
450 (June) 1909. 

5. Telemann, W.: Eine Methode zur Erleichterung der Auffindung 
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hexametaphosphate) and laboratory aerosol® (dioctyl 
sodium sulfosuccinate N.F.), were found to meet the 
necessary requirements. Ether and xylene, with a 
per cent solution of calgon®* (CEX technic), the 
latter replacing the acid, delivered even greater yields 
than the AEX method and without any distortion of 
the eggs. Laboratory aerosol® also was found to be 
a satisfactory substitute, shortening and simplifying the 
technic. Furthermore, it reduced the quantity of xylene. 
In a series of comparisons with CEX and AEX con- 
centration technics and dilution counts, the method 
using aerosol,” too, was found to possess excellent 
diagnostic efficiency.” Because this method can be 
adapted to routine laboratory use and has proved to 
he a valuable diagnostic aid, a description of it will be 
given. 
TECHNIC 
OVA AND 


SALINE-A\EROSOL "-ETILER-XYLENE FOR 
CONCENTRATING HELMINTH 
PROTOZOAN CYSTS 

1. Measure 4 cc. of feces into a dilution counting flask which 
has been filled to the 56 cc. mark with isotonic sodium chloride 
solution and add 8 drops of laboratory aerosol.* 

Add several glass beads (6 mm.), and after giving the 
preparation an initial shaking, set aside in the refrigerator for 
several hours or overnight. When removed, complete the 
comminution of the feces by vigorous shaking, thus assuring 
adequate distribution of the eggs throughout the fecal sus- 
pension. 

Transfer 1.5 cc. of the suspension immediately to a 15 ce. 
pointed centrifuge tube. 

4. Add 3.5 cc. of isotonic 
ether and 2 drops of xylene. 
and shake for thirty seconds. 

5. Centrifuge at about 2,000 revolutions per minute for one 
and one-half minutes and allow the centrifuge to come to a stop 
gradually without interference. 

6. Separate the floating coagulum from the walls of the tube 
with a thin wooden applicator. 

7. Decant quickly, without disturbing the sediment in the 
bottom of the tube. Then, while holding the tube almost 
horizontal, clean off any coagulum adhering to the inside of 
the tube with an applicator covered with gauze. 

8. Add 1 or 2 drops of isotonic sodium chloride solution to 
the sediment. Mix thoroughly with a capillary pipet; transfer 
the entire suspension to a 1% by 3 inch (3.8 by 7.6 cm.) glass 
" and place a 22 by 30 mm. cover slip on it. 

9. Examine the whole preparation for eggs. 
are from 0.1 Gm. of the original fecal specimen. 

This procedure requires little special equipment and, although 
we prefer to use the Stoll displacement flask, any container 
similarly marked for measurement may be substituted. A little 
caution in decanting will be necessary in order not to disturb 
the sediment. Protozoan cysts may be stained with iodine 
solution. 

Whenever eggs are demonstrated, the contents of the dis- 
placement flask may be used for dilution counting without any 
additional preparation. 


sodium chloride solution, 5 cc. of 
Put a rubber stopper in the tube 


Those found 


A DIAGNOSTIC ‘VORKING PLAN 

Because of our location in a large urban community 
where persons of many nationalities and derivations 
tend to congregate, bringing with them the parasites 
indigenous to their native soil, as well as the other 
commoner parasitic infections, we have found it expedi- 
ent to adopt a working plan for their diagnosis. 
Realizing that symptoms alone are unreliable, we have 
by employing” such a systematic approach uncovered in 


and Spitz, S. H.: A Method (CEX) for Con- 


8. Loughlin, E. H., 
in the Feces Using Calgon, 


centration of Helminth Eggs Ether and 
Xylol, to be published. 

9. Loughlin, E. H., and Flader, N. A.: A New Concentration Method 
ogee’ Ag Detecting Helminth Ova and Protozoan Cysts in Feces, to 
be published 
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these recent arrivals a number of unusual infections 
with helminths and protozoa. It is evident that not all 
the procedures included in our program are applicable 
in areas with a less cosmopolitan population. 

A complete history is obtained, with emphasis on 
native country or travels, military duty, occupation, 
customs, habits and opportunities for exposure. After 
physical examination and routine analysis of the blood 
and urine, as well as other indicated chemical and sero- 
logic tests, specific diagnostic studies are then made. 
These include fecal examination, Scotch® tape smears, 
proctoscopy and rectal biopsy, as well as cutaneous 
tests and pertinent serologic tests. 

Fecal Examination.—For routine examination a 
spontaneously passed stool is preferred. The patient 
should not be given a cathartic, since it should be 
realized that a formed stool, gram for gram, contains 
four times as many eggs as a liquid stool. However, 
since it is practically impossible to distinguish the 
species of Taenia by their eggs, it may be necessary to 
give a cathartic to loosen some of the segments for 
examination. We advise the patient to pass the speci- 
men directly into a container provided for him, per- 
mitting us to judge the portions of feces most suitable 
for examination. For example, in a search for schisto- 
some eggs the entire 4+ Gm. specimen for concentration 
should be taken from the periphery of the formed 
stool. The specimen should be examined macroscopi- 
cally for consistency, blood and mucus, as well as for 
parasites. Pinworms may occasionally be noted. The 
finding of motile proglottides of Taenia saginata is of 
value, since these may crawl off the stool before dis- 
charging their eggs, so that the infection may be missed 
on microscopic examination. 

Next, a water fecal smear is examined under the low 
power of the microscope. The chief handicap of the 
fecal smear is that not enough material can be 
examined. When this deficiency is realized and selec- 
tion is made of the proper portion for examination, 
it does serve as a valuable Tliagnostic aid. | Selection 
of bits of mucus or blood when present in examination 
for schistosome ova is advisable, since these are char- 
acteristically deposited on the stool while it is in the 
lower bowel and, therefore, are oftenest found in such 
portions of the specimen. In light infections several 
such areas should be examined microscopically. For 
other helminth diagnoses, such as hookworm, Ascaris 
and Trichuris, almost any portion of the stool may be 
examined, since the ova are ordinarily distributed 
throughout the specimen. It should be realized, how- 
ever, that at least 1,200 hookworm eggs per gram of 
feces are required before detection is .regularly possi- 
ble. Thus, it becomes apparent that the fecal smear, 
except in infections with Diphyllobothrium latum, in 
which eggs are usually abundant, must be limited to : 
diagnosis of moderate and heavy infections, and, 
these circumstances, it may be ona as a rough non 
in determining the necessity for treatment. 

Saline-Aerosol®-Ether- Xylene Concentration or CEX 
Concentration.—Either of these concentration technics 
will be required to detect light infections with hook- 
worm as well as other helminths. An _ otherwise 
obscure eosinophilia may be explained by their dis- 
covery. 

Scotch® Tape Anal Smear.°—In practice we find 
this to be the most suitable means of diagnosing pim- pin- 


Device for the Diagnosis of Enterobius Infec- 
ied 21: 159-161 (Jan.) 1941. 
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worm infections. A strip of cellulose tape, sticky side 
out, is placed over the butt of a test tube and firmly 
pressed against the anal folds. The tape is then applied 
adhesive side down to a glass slide. Just prior to 
microscopic examination, the tape is lifted and a drop 
of water is placed on the slide in the area of the 
smear and the tape reapplied. Due to the nocturnal 
periodicity in migration and egg laying of the female 
Enterobius, patients should be advised not to defecate 
or clean the perianal area before the examination. 
Contrary to common opinion, Enterobius eggs, except 
in very heavy infections, are rarely found in fecal 
smears. 

“Charcoal Culture.’—In_ suspected infections with 
Strongyloides portions of fecal material are mixed with 
powdered animal charcoal, moistened with tap water, 
placed on a moist filter paper in a Petri dish and per- 
mitted to remain at room temperature for several days, 
when the characteristic filariform larvae may be found. 
These, because of their more slender form, long esopha- 
gus and notched tail, are readily distinguished from the 
flariform larvae of hookworm. 

’roctoscopy.—In_ schistosome infections as much 
injormation can be obtained by proctoscopy as sig- 
moidoscopy yields in amebiasis of the sigmoid and 
rectum. 

Kectal suspected as well as proved 
cases of schistosomiasis we routinely take material for 
hiopsy from the edge or lower surface of the middle 
rectal valve, removing a 2 to 3 mm. specimen through 
the proctoscope with a rectal biopsy forceps. This 
specimen is then placed in a few cubic centimeters of 
tap water to clear for sevesal minutes. After pressing 
it flat between two slides, it is then covered with a 
drop of water and a cover slip applied. Schistosome 
eggs may be found scattered throughout the tissue. 
They may be alive, containing active miracidia, or dead 
and black. This procedure has been employed by us 
in well over 150 patients without complications and 
with no more discomfort than that caused by procto- 
scopic examination alone. 


DIFFERENTIAL DIAGNOSES 

The clinical symptoms of infections with intestinal 
worms are deceptive and may mimic other organic mala- 
dies. For example, a patient-may complain of fatiga- 
lility, weakness, abdominal distress, hunger pains and 
constipation and on examination may present pallor and 
tenderness in the upper part of the abdomen, a picture 
suggesting peptic ulcer. However, it is not unusual to 
find a patient with hookworm disease presenting the 
same symptoms. Infection with Fasciolopsis buski, the 
large intestinal fluke, may cause similar complaints. 
Another patient may complain of intermittent or 
chronic diarrhea and colicky abdominal pains, which 
may be symptoms of any one of a number of colonic 
diseases, including chronic bacillary dysentery, amebic 
infection or even cancer. The added finding of eosino- 
philia may suggest an allergic condition. However, 
intection with Strongyloides stercoralis will reproduce 
exactly this picture. 

Ascaris lumbricoides, the large roundworm, because 
of its “wanderlust,"* may enter the bile ducts, crawl 
through the stomach and esophagus to appear at the 
nares or pass through the eustachian tube and exit 


Ottolina, C., and Atencio, M. H.: New Methods for Precise 
Clinical Diagnosis of Schistosomiasis Mansoni, Rev. Policlin. Caracas 
12: 348-380 (Nov.-Dec.) 1943. Hernandez-Morales, F., and Maldonado, 
J. F.: Diagnosis of Schistosomiasis Mansoni by Rectal Biopsy Technique, 
Am. J. Trop. Med. 26: 811-820 (Nov.) 1946. 
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from the external auditory meatus. It not infrequently 
perforates the intestine to produce peritonitis. When 
disturbed by improper treatment or insufficient anthel- 
mintic medication, the ascarides may “ball up” and 
produce intestinal obstruction. 

Loffler’s syndrome with pulmonary involvement not 


infrequently accompanies established infections with 


ascaris, as well as hookworm. 

Trichuris trichiura, or whipworm, because of its 
peculiar mode of attachment to the mucosa of the 
cecum, may permit the entry of pathogenic bacteria, 
and not infrequently heavy infections produce a picture 
suggesting appendicitis. We have seen cases of perito- 
nitis and septicemia, both due to streptococci and 
Clostridium perfringens, arising from what apparently 
was an insignificant infection with Trichuris. 

The gastrointestinal symptoms of [¢nterobius ver- 
micularis, or pinworm, infection are sufficiently well 
known to avoid repeating. There are, however, patients 
with pruritus ani, even nocturnal in periodicity, who 
are treated with radical measures without thought of 
the possibility of infection with these parasites. \s a 
result of failure to relieve the symptoms a severe neu- 
rosis may be precipitated. 

The commoner tapeworms, T. saginata, or beef tape- 
worm, and Hymenolepis nana, or dwarf tapeworm, are 
usually innocuous and produce few symptoms other 
than occasional unusual desires for certain foods, not 
unlike those of the pregnant woman or the diabetic 
patient, although the Hymenolepis, in heavy infections, 
may produce such symptoms of toxicity in children as 
loss of weight, nervousness and, even, convulsions. 
On the other hand, Taenia solium, or pork tapeworm, 
following autoinfection with the eggs, may produce 
cysticercosis of the brain, with symptoms suggesting 
brain tumor or epilepsy, and of the eye, with its destruc- 
tion. D. latum, or fish tapeworm, may occasionally be 
associated with a macrocytic anemia. Echinococcus, or 
dog tapeworm, the larval forms of which may infect 
man as an intermediate host, produces echinococcus 
cysts of the liver, spleen, lung, bone or kidney. 

Infections with the schistosomes, or blood flukes, 
after their establishment in the veins of the colon usu- 
ally manifest themselves by colitis with anemia, eosino- 
philia and secondary nutritional disorders and vitamin 
deficiencies. Complications, such as hepatic cirrhosis 
and splenomegaly, are commonly encountered, not 
infrequently with ascites. [Ectopic parasitism of the 
brain, particularly with S. japonicum, causing symp- 
toms of tumor, are occasionally seen. 

During the early stages of infection with Trichinella 
spiralis, or pork worm, the symptoms may resemble 
those of acute gastroenteritis or influenza, and at this 
time more than a presumptive diagnosis is difficult to 
make. Eosinophilia and periorbital edema appear first 
in the stage of larval deposition and encystation. In 
the latter phase the cutaneous test with trichinella anti- 
gen and precipitin and complement fixation tests when 
the reactions are positive indicate the nature of the 
disease. The search of tissue and body fluids for 
larvae, except in heavy infections, is tedious and usually 
does not warrant the effort. 


CONCLUSION 
Thus, in the majority of cases, the clinical manifes- 
tations of infections of the gastrointestinal tract with 
helminths must be closely correlated with the results of 
fecal and other pertinent examinations. The diagnosis 
of these infections, therefore, is to be found in the 
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laboratory rather than in the bedside or office exami- 
nation. Judgment, however, should be exercised in 
directing diagnostic procedures, and the fact that a 
patient may have a parasitic infection due to worms or 
protozoa does not exclude the possibility of coexisting 
organic disease. 

We believe that most of these procedures are so 
simple and practical as to be within the scope of the 
praetitioner of gastroenterology or medicine and that 
they will enable him to make a diagnosis in what 
might otherwise be an obscure condition. 


ABSTRACT OF DISCUSSION 


Dr. Norman R. Strout, Princeton, N. J.: To a parasitolo- 
gist there are two points about this paper that are of special 
interest. The first is the evidence that we are moving in the 
direction of greater efficiency and convenience for the prac- 
titioner in the diagnosis of infections with helminths. The 
second is that it is the physician with an interest in parasitologic 
problems who is contributing to these improvements. Dr. 
Loughlin and Dr. Spitz may have passed over a little too 
hastily the history of the development of methods for fecal 
diagnosis. The logical procedure to discover whether or aot 
any eggs are present in intestinal discharges is the examination 
of some type of concentrated sediment obtained from feces. 
For special types of eggs, special technics to float those which 
tloat (as hookworm) may be rapid and efficient. But to get 
a comprehensive diagnosis of whether any eggs are present, 
the technic must, of course, bring to view those that do not 
float as well as those which do. As Dr. Loughlin made clear, 
this points to some modification of the Telemann concentration 
technic as a mainstay. The amendments Dr. Loughlin and 
| made of it on Guam are now further improved on by the 
substitution of such detergents as calgon™ and laboratory 
aerosol.® Other workers have also suggested the use of deter- 
gents. The virtue of the Loughlin-Spitz recommendation is the 
precise combination of materials and steps by which a known 
degree of efficiency is secured. Second, I do not need to belabor 
the point that the nonmedical specialist may not always appre- 
ciate certain attributes of technics considered valuable from 
the practitioner's standpoint. Dr. Loughlin and Dr. Spitz do, 
and their efforts should hasten the day when the casual approach 
to fecal diagnosis of helminth infection, which I think it is 
fair to say characterizes the average practitioner, may be 
replaced by a more technically competent approach. 

Dre. Donovan C. Browne, New Orleans: I have seen 
patients given even psychosomatic treatment only to find a few 
months later that they are worm infested. It must be kept in 
mind that many of these infections cause no symptoms at all; 
as a matter of fact, in our studies my colleagues and I found 
that in these infections from 38 per cent down to 0 of the 
group of symptoms in the patient's presenting complaint bears 
no relation to the helminthiasis and is simply concomitant at 
the time. The worms should be removed then, but the patient 
should be examined carefully. 


Dr. Loveutin: Because of the shortness of time I had *o 
omit several pages, and it was in those that we discussed 
symptomless infections. We were quite successful in detecting 
such infections by using the methods described in this paper. 
| have no idea of how many have used the zinc sulfate 
concentration technic as a routine procedure, but we employed 
it in a number of instances. The objection to this procedure is 
that, although it seems simple on first reading, repeated washing 
and resedimentation are necessary to get a satisfactory film at 
the top of the tube. This takes much of the technician's 
individual attention and time, and, when time is an importaat 
factor and a large number of specimens must be run through 
in routine diagnosis, we found that this procedure is not 
practical. With the laboratory aerosol®-ether-xylene method 
which I discussed here, the eggs of schistosomes were detected 
as readily as with the CEX method, and these procedures are 
remarkably effective in the diagnosis of schistosomiasis when 
compared with rectal biopsies. 


J. A. M. A. 
April 9, 1949 
Council on Physical Medicine 


REPORTS OF THE COUNCIL 


The Council on Physical Medicine has authorised publication 
of the following reports. Howarp A. Carter, Secretary. 


KEAT METHOD AND FILTER FOR EPILA- 
TION BY ROENTGEN RAYS NOT 
ACCEPTABLE 
Address: Keat, Inc., Suite 1763, 17 North State St., Chicago. 
Now and then the Council on Physical Medicine is called 
on, in order to fulfil its assumed obligations to the medical 
profession and the public, to investigate and render reports on 
methods and products which it considers detrimental to the 
public health and welfare. One such method is that employed 
by Keat, Inc., of Chicago, Omaha and Kansas City. In response 
to questions as to the safety and effectiveness of a method of 
epilation practiced by this firm, the Council on Physical Medi- 

cine has prepared the following report: 

From the evidence it would appear that the Keat Method 
is based on a patent by Violet Arnold, No. 2,389,403, dated 
Nov. 20, 1945. The document states that it is “an object of 
this invention to provide a treatment for removal of hair from 
the human body without injury to the body tissue.” It claims 
that this object “is achieved by subjecting the portion of the 
body from which the hair is to be removed to x-rays as modi- 
fied by filters of varying thickness and construction including 
a laminated aluminum and water filter.’ The procedure is 


Radiation Intensities 


Keat Keat Aluminum Aluminum 
Without with Filter, Filter, 
Water Water 2mm. 1 mm. 
No additional filter......... 12.6 12.0 9.2 12.8 
Added mm, copper....... 34 34 
Added | mm, copper........ 0.95 0.05 0.95 


further described as a “method of permanently removing hair 
from the human body comprising the steps of subjecting the 
portion of the body from which the hair is to be removed to 
x-rays from a tube to which is applied 60 to 70 kilovolts, 
filtering the x-rays in three successive daily treatments respec- 
tively, of five to ten minutes exposure, through one-half milli- 
meter of aluminum, one millimeter of aluminum, and a laminated 
filter constituting spaced sheets of aluminum and an intervening 
body of water, repeating a plurality of daily exposures after 
elapse of three to five weeks, and subjecting the treated portion 
to monthly exposure of ten to fifteen minutes through the 
laminated filter eight to twelve weeks following the second 
group of daily exposures.” 

The essential part of the patent appears to be the specially 
designed filter consisting of two sheets of aluminum with a 
gasket fastened between them in such a way that it creates a 
thin space enclosing, or at least capable of enclosing, a layer 
of water between the two layers of aluminum. The layers of 
aluminum are stated each to be 0.5 mm. thick and the layer of 
water is intended to be 1 mm. thick. The document contains 
the statement, “I am aware of the fact that other metals than 
aluminum can be used for the filters as, for example, copper- 
lead, tin and silver.” From this it appears that the essential 
feature is the layer of water. Since some theoretic interest 
attaches to the possibility of altering the spectral quality of 
roentgen rays filtered by this device, the following data are 
quoted from the report of a skilled radiation physicist who 
studied the device. The specimen secured for examination was 
found to contain only about 0.1 cc. of water in its cavity; cal- 
culation shows that the space ought to have contained more 
than 7 cc. When the space was so filled with water, the accom- 
panying transmission data were obtained, the figures being 
stated in r/m at a distance of about 25 cm. ’ 

The results set forth in the table are in agreement with 
theoretic considerations which indicate that the addition of this 
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layer of water in the aforementioned system does not bring 
about a significant gain in the homogenization of the beam. 
The water here has no special virtue as a filter to permit pene- 
tration of the beam to subcutaneous parts without injuring the 
skin. It was concluded that this filter had no advantage over 
ordinary aluminum filters for protecting the skin while irradiat- 
ing subcutaneous structures. 

Reports from the clients of Keat, Inc., have been difficult to 
interpret because there are indications that the roentgen rays 
are supplemented at least occasionally by another depilatory 
procedure using a wax. 

The dangers of using roentgen rays for the treatment of 
hypertrichosis have been set forth in an article by Cipollaro 
and Einhorn in THe JOURNAL OF THE AMERICAN MEDICAL 
Associ tion (135: 349-353 [Oct. 11] 1947). The evidence in 
the Council files indicates that hair can indeed be rémoved by 
roentgen rays and that this epilatory effect is not abolished by 
filtering the rays through an aluminum filter. However, the 
evidence also shows that roentgen rays are too dangerous to 
be used for this purpose. A single large dose, or smaller doses 
repeated’ over long periods of time, will cause damage to tissues 
that may not be noticeable at the time of treatment but may 
light years after the administration of the roentgen 


come 
rays. ‘he injury has been known to become manifest as pig- 
mentat. , depigmentation, telangiectasia, wrinkling, atrophy, 
keratos:s, ulceration and finally carcinoma. These facts have 
been roported and stressed repeatedly in medical literature by 
the pioneers who worked with roentgen rays and radium. 

The \ouncil on Physical Medicine, after careful consideration 


of the evidence available, voted to declare the Keat Method and 
Filter ‘or Epilation by Roentgen Rays unacceptable and to 
advise the profession of its opinion in a published report. 


MULLIKIN PORTABLE RESPIRATOR NOT 
ACCEPTABLE 


Manuiacturer: W. J. Mullikin Company, 
Avenue, N.W., Washington 5, D. C. 

The \Mullikin Portable Respirator is designed for giving 
artificial respiration for a limited period of time. According to 
the manufacturer it is not intended to take the place of the tank 
type of respirator but is an emergency unit. The firm calls it 
a Mullikin Portable Iron Lung, and the word “Millikin” is 
also used at times. 

The principle by which the respirator functions is essentially 
the same as that of other small respirators of the cuirass type. 
The negative pressure is created by a small bellows, which is 
operated by an electric motor. 

The aluminum cuirasses come apart in anterior and posterior 
halves for application to the patient. The two parts may be 
secured tightly by wing nuts. Rubber bands are employed to 
join the cuirass to the patient to make the enclosure air tight. 
Separate rubber sleeves may be slipped over the patient's arms 
and fitted to the recesses prepared for them on the cuirass. 

The Council on Physical Medicine has inspected two Mullikin 
Portable Respirators of the cuirass type. In both instances 
the investigator reported mechanical limitations and failures: 
for example, the air tube did not attach firmly to the chest 
pieces, the control switch for the rate of respiration was labeled 
wrong (when turned in the direction marked “Increase” the 
pump slowed down and when turned in the opposite direction, 
marked “Decrease,” it speeded up), the rubber collar did not 
slip over the head easily and the abdominal seal was not 
comfortable. 

The method of promotion may be of interest to the medical 
profession and hospital management. A large white trailer on 
which was written “This Millikin Portable Iron Lung to be 
Presented. .” has been used and the names of a local club 
as donor and a hospital (as recipient) have been mentioned. 
Arrangements are provided for contributions to finance the 
project. 

The foregoing report was referred to the W. J. Mullikin 
Company for comment prior to publication. In its reply the 
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company requested the Council not to publish the report in THe 
Journar until the Council has more pertinent facts. The manu- 
facturer pointed out that the two respirators which have been 
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investigated were no longer being promoted; that the Council 
had not tested any new equipment, so that the foregoing state- 
ments would be misleading; that the new respirators have 
plastic cuirasses, and that a new style collar is now being used. 

The Council replied that the next step obviously would be 
for the firm to submit a new model of the Mullikin Respirator 
for consideration. Ample time has been given the company to 
submit an apparatus, but the Respirator has not been received. 
Therefore, the Council on Physical Medicine reaffirms its pre- 
vious stand not to include the Mullikin Portable Respirator in 
its list of accepted devices because (1) it was found to be 
mechanically imperfect and (2) sufficient evidence to substan- 
tiate its efficacy for emergency purposes has not been made 
available. 


Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. <A copy of the rules on which the Council 
bases its action will be sent on application. 

Austin Situ, M.D., Secretary. 


FOLIC ACID (See New and Nonofficial Remedies 1948, 
p. 558). 

The following dosage form has been accepted : 

Anpott LaBoraTories, NortH CHicaco, ILL. 

Solution Folic Acid: 15 mg. per cc., 1 cc. ampuls. Each 
cc. contains folic acid 15 mg. and methylglucamine 24 mg. as 
solubilizing agent. 

Tablets Folic Acid: 5 mg. 


INFLUENZA VIRUS VACCINE, TYPES A AND B 


' (See New and Nonofficial Remedies 1948, p. 488). 


The following dosage form has been accepted: 
THE NATIONAL DruG Co., PHILADELPHIA 44 

Influenza Virus Vaccine, Types A and B: Packages of 
1 cc. and 5 ce. vials. Preserved with sodium ethylmercuri- 
thiosalicylate .01 per cent. 


PROTEIN HYDROLYSATES (See New and Non- 
official Remedies 1948, p. 416). 

The following additional dosage form has been accepted: 
Meap JoHNSON & COMPANY, EVANSVLLE 21, 

Solution Amigen 344% with Dextrose 34% in % 
Lactate-Ringer’s Solution: 500 cc. bottles. Each 100 cc. con- 
tains 3% Gm. of Amigen and 3% Gm. of dextrose in 4% the 
usual concentration of lactate-Ringer’s solution. 


PENICILLIN (See New and Nonofficial Remedies 1948, 


p. 148). 

The following dosage forms have been accepted : 
AppoTT LABORATORIES, NORTH CHICAGO, ILL. 

Tablets Crystalline Potassium Penicillin G (Buffered): 
— and 10,000 units. Buffered with calcium carbonate 0.25 

m. 
Crystalline Potassium Penicillin G: 5,000,000 unit vials. 

Troches Crystalline Potassium Penicillin G: 1,000 and 
5,000 units. 

PrREMO PHARMACEUTICAL Lass., INc., SourH HACKEN- 

sack, N. J. 

Crystalline Procaine Penicillin G in Oil: 300,000 units 

r cc., in sesame oil with aluminum monostearate 2 per cent 

/V, 1 cc. glass syringes. 

THE UpsyoHn Company, KALAMAzOoo 99, MicH. 

Tablets Crystalline Potassium Penicillin G (Buffered) : 
50,000, 100,000 and 250,000 units. Buffered with calcium car- 
bonate 0.25 Gm. 

Ointment Calcium Penicillin: 1,000 units per gram, 28.35 
tu 

Ophthalmic Ointment Calcium Penicillin: 1,000 units 
per gram, 3.9 Gm. tubes. 

Troches Crystalline Potassium Penicillin G: 5,000 units. 
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AMERICAN ACADEMY OF PEDIATRICS 
REPORT 

In 1948 the American Academy of Pediatrics, in 
cooperation with the United States Public Health Ser- 
vice and the United States Children’s Bureau, com- 
pleted a nationwide study initiated in 1944 of child 
health services. The study was supported by several 
leading voluntary health agencies. The survey included 
an analysis of the services of physicians and dentists 
in private practice, of hospitals and community health 
agencies and of pediatric education in our medical 
schools. The complete record of the studies just made 
available has been published by the Commonwealth 
Fund under the title “Child Health Services and Pedi- 
atric Education.” 

The frequently made statement that heart clisease, 
cancer and mental illness are the number one health 
problems of this country is challenged by the sugges- 
tion that the future of the nation is primarily dependent 
on our children and that the real number one health 
problem is how to make good medical care available 
to all infants and children. Statistics indicate that the 
children of the United States are among the world’s 
healthiest, but the fact remains that our states are not 
equally effective in child health programs. In some 
states practically all babies receive the protection of 
hospital services at the time of birth; the survey indi- 
cates that at least 100,000 babies are born each year 
without medical attention of any kind. In some states 
only half the babies are born in hospitals. Obviously 
the quality of medical service given to babies and 
children depends on the availability of competent gen- 
eral practitioners and specialists. The survey reports 
that three fourths of the private care of children of 
the nation is given by general practitioners. Both the 
quantity and the quality of pediatric training given to 
general practitioners are said to be inadequate, if 
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in cities with 50,000 or more population. Three fourths 
of the practicing pediatricians are in such cities, and 
one half of all the pediatricians are in the communities 
that have medical schools. 

In a brochure issued for the public, the American 
Academy of Pediatrics emphasizes particularly the 
variations between the amount and quality of medical 
service over the United States as a whole. Thirteen 
million children live in isolated counties where there 
are deficiencies not only of doctors but also of hospitals 
and other medical facilities. The report indicates that 
46 per cent of the hospital care given to infants is in 
hospitals in which infants are not separated from older 
children who are sick; indeed, in many hospitals chil- 
dren may be in the same wards with sick adults. 

The report focuses attention on the question of 
training m pediatrics given to students in our medical 
schools, as fundamental to every aspect of the problem 
of child care. More clinical instruction is urged, includ- 
ing more clinical teaching hours. For this more money 
will be needed to recompense teachers who must take 
such time away from their practices. While a few 
medical schools provide three hundred hours of clinical 
teaching in pediatrics for undergraduates, the average 
is one hundred and sixty-one hours, and one school 
was found which provided only twenty-eight hours of 
pediatric teaching. A second recommendation suggests 
the provision of financial aid in the form of fellowships 
for medical students who have completed internships 
and residencies. The program includes also affiliation 
of outlying hospitals with medical schools and weekly 
visits by specialists from medical centers to such 
regional hospitals; thus graduate training in pediatrics 
may be decentralized and pediatric service made avail- 
able in outlying areas. The brochure comes to the 
ultimate conclusion that more money is needed for 
teaching pediatrics, that the budgets of departments 
of pediatrics in medical schools must be strengthened 
and that the whole program must ultimately rest on 
immediate improvement of the quantity and quality of 
teaching pediatrics to medical students, interns, resi- 
dents and practicing physicians. 


GOVERNOR WARREN’S CALIFORNIA 
HEALTH INSURANCE PROGRAM 

For the third time, Governor Warren is now advo- 
cating a compulsory health insurance program for 
California. In a message to the legislature January 3, 
he claimed that millions of people in California cannot 
pay for adequate medical care “without crippling their 
finances and without depriving themselves of other 
things that are needed to raise a good American fam- 
ily.” He urged legislative adoption of a system of 
“health insurance to which everyone contributes and 


through which everyone will receive benefits in time 


of sickness.” 
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Shortly thereafter a bill reputed to embody the gov- 
ernor’s ideas, S. 157, to enact the “California Prepaid 
Health Service Act,” was introduced in the California 
Senate. The program would be financed, in part, by 
compulsory payroll taxes, referred to as “contribu- 
tions,” imposed on employers and employees. The 
existing Department of Employment and a newly cre- 
ated Health Service Authority would administer the 
Act. This Authority would include the director of 
public health as chairman, the chief executive officer 
of the Department of Employment, three physicians, 
two representatives of labor, two representatives of 
employers and one dentist, the last eight members 
being appointed by the governor. An executive director 
of the Authority would be appointed also by the gov- 
ernor but on nomination by the Authority. A medical 
advisory board, a hospital service advisory board and 
an advisory committee on postgraduate study would be 
established, all of which would have no other responsi- 
bilities than giving advice. 

The Act would establish a Health Service Fund 
created by the “contributions” exacted of employers 
and employees. Any person who cared to attest his 
reliance on healing by prayer in the practice of 
religion might on request be excused from contributing 
to the fund and would then be ineligible to receive the 
benefits. An employee and each of his dependents will 
be eligible for health services during any calendar quar- 
ter if during the preceding calendar quarter the 
employee was paid wages in employment of not less 
than $150. A person who was unable thus to qualify 
for benefits may nevertheless become eligible if during 
the preceding calendar year he was paid wages of 
$750 or more. 

An eligible beneficiary will receive—the bill prom- 
ises—medical, hospital and laboratory services as defined 
in the bill from a physician or hospital of his choice 
for a period of not to exceed one hundred days for 
each continuous period of disability or hospitalization. 
Medical services will consist of services rendered by 
a physician licensed in the state whenever such services 
are required by the standards of good medical practice 
for preventive, diagnostic, therapeutic or other medical 
treatment or care of a beneficiary necessarily confined 
in a hospital as a registered bed patient, and such post- 
hospital medical care as may be necessary and allowed 
under rules of the Authority. Embraced in the term, 
too, will be the services rendered by dentists licensed 
in the state when performed in a hospital for the treat- 
ment of the diseases and injuries of the jaws and their 
dependent tissues, excluding tooth removal, tooth 
replacement, tooth restoration, orthodontics and treat- 
ment of pyorrhea. 

Hospital services, within the meaning of the bill, 
will consist of the following services when necessary and 
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prescribed by the attending physician: bed and board in 
a ward or semiprivate room, services of a dietitian, 
general nursing care, use of operating or delivery room 
including surgical and anesthetic supplies and the 
use of cystoscopic rooms. Such drugs, biologics, 
bandages, dressings, oxygen, blood and plasma will 
also be supplied as they may be required during the 
period of hospitalization. Laboratory services will be 
supplied in the hospital, but the Authority may author- 
ize beneficiaries to obtain the laboratory services out- 
side of the hospital in standard laboratories approved 
by the Authority when necessary and prescribed by 
the physician. The Authority may require in cases 
other than obstetric and those necessitating surgical 
treatment the payment of bed and board charges for 
a period not to exceed two days and the payment of a 
part of the cost of laboratory services not to exceed 
$10 in connection with any single disability for services 
rendered outside of a hospital. The Authority may 
also permit, in special cases, special nursing services, 
convalescent care in a rest home and private room 
where isolation is required, all under such conditions 
as the Authority may provide by rule. 

If and when the financial resources of the fund per- 
mit, the Authority may provide additional benefits, such 
as physical therapy treatments, ambulance service and 
material appliances. 

If an eligible beneficiary receives earnings in excess 
of $1,500 during the qualifying calendar quarter or 
receives earnings in excess of $6,000 during the quali- 
fying caleudar year, he will receive in lieu of medical 
services reimbursement for such services in accordance 
with the fee schedule adopted by the Authority. The 
Authority will be authorized by rule to prescribe 
“standards of service” and prescribe rates, fees or 
charges to be claimed and paid for all services fur- 
nished beneficiaries, or the Authority may authorize 
its director to perform these functions. 

Article 12 of the bill undertakes to permit an employer 
to elect to provide health services to employees by 
means of a voluntary plan and if that plan meets with 
the approval of the Authority the employer and his 
employees will be excused from contributing to the 
fund. The bill spells out in considerable detail, how- 
ever, the requirements that a voluntary plan must meet 
before it will merit approval and contemplates that 
reports concerning the operation of the plan must be 
submitted to the Authority. 

The concluding article of the bill, Article 14, deals 
with penalties. Unprofessional conduct calling for the 
revocation of his license is charged against a physician 
who fails to disclose any “material fact known to him 
to obtain any service or benefit provided under the act.” 
Each physician who participates in the program will 
presumably have to determine at his peril what is or 
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is not a material fact. Failure to disclose by physicians 
and by others is also declared to be a misdemeanor, as 
is also wilful violation of any rule or regulation pro- 
mulgated or published to effectuate the program. 
Scattered throughout the twenty pages of this bill are 
innumerable statements in which the Authority is 
authorized by regulation to impose requirements. 
Apparently any express and clear provision for hear- 
ings on these regulations or for their publication in 
any definite manner is not included; yet a violation of 
any one of these would constitute a criminal offense. 
This is the application of the methods of the “police 
state” at their worst to dominate the practice of medi- 
cine politically. 

While a beneficiary may utilize more expensive hos- 
pital accommodations than those supplied under the 
bill, by paying the difference in cost, if a beneficiary 
and a physician mutually agree that the fee for medical 
services set by the Authority is inadequate and if an 
additional fee is accepted by the physician, except in 
the case of a beneficiary entitled to reimbursement only, 
the license of the physician is made subject to revoca- 
tion. California physicians would face a_ precarious 
and uncertain future if this preposterous bill were to 
be enacted into law. 


SHOE-FITTING FLUOROSCOPES 


The National Shoe Retailers Association has begun 
to receive requests from some of its members for factual 
data on the use of shoe-fitting fluoroscopes and its 
ultimate effect. The most recent stimulus, apparently, 
was an attempt in New York City to force the employ- 
ment of x-ray technicians to operate such machines. 
A hearing on the matter was held by the New York 
Board of Health in 1947, and restrictive rules for 
operation of such devices were established. Three 
major medical societies of New York City have con- 
demned their use. In 1948 the American College of 
Radiology circulated a discussion of the dangers of 
fluoroscopic shoe fitting in their News Letter. 

The American Standards Association in 1946 pro- 
mulgated the “Safety Code for Industrial Use of 
X-Rays” (A. W. S. Z 54.1), reiterating the American 
acceptance of a “tolerance dose” of 0.1 r per day of 
general stray irradiation and setting the specific limit 
of 2 r per exposure (to the foot) for shoe-fitting 
machines. This code was quoted to the shoe retailers, 
but obviously does not alone suffice. They must ulti- 
mately decide whether they will recommend continuance 
or abandonment of their use. 

Injuries attributed to shoe fitting have not been 
reported. One cannot be sure, however, that skin 


injuries and epiphysial distortions may not have 
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occurred and been attributed to other causes, or merely 
ignored. From the histories of late roentgen cancer 
on the hands of roentgen ray pioneers, one can surmise 
that the time is still too short for this to appear in 
feet that have been overirradiated, even though ery- 
thema has not been observed. From figures available 
this seems unlikely but not impossible. Consider the 
severe roentgen injuries that resulted from illicit use 
of small fluoroscopes in the health departments of some 
war plants in Los Angeles. 

A number of shoe-fitting fluoroscopes of several 
manufacturers have been measured at one time and 
another in several cities, as actually in use in retail 
stores. The dosage rate at the sole of the shoe ran 
from 11 to 140 r per minute. The high figure resulted 
from removal of the aluminum foot plate, a change 
which pleased the salesmen because it made the light 
so bright! Many machines have an automatic cutout, 
limiting each exposure to one-fifth or one-half minute. 
None that is known reduced the single exposure below 
4 r, and some went to 50 r. The sole of the shoe 
reduces this by half if it is a thick sole. The stray 
radiation at the pelvis runs 0.1 to 0.5 r per minute. 

Danger arises from two sources ; namely, too high an 
intensity and uncontrolled length of exposure or repeti- 
tion of exposures. Without an expert to operate the 
machine, or at least an indoctrinated employee of special 
assignment, these dangers could probably not be suc- 
cessfully avoided. The machines will be used in a lighted 
room (not in the dark with eyes adapted, as the medical 
radiologist does his fluoroscopy). The 2 r limitation 
of the code is too stringent from the point of view 
of satisfying the salesman and the customer—or espe- 
cially the customer’s mother, since these machines have 
their greatest use for fitting children. If one sets the 
intensity high enough for easy seeing, the 2 r total 
arrives before one has finished looking. If one adjusts 
for a comfortably long look, one is forced to choose 
too dim a light. However dependably the automatic 
switch may work to limit the exposure, uncontrolled 
repetition, in trying another pair, or in going to another 
shoe store, or even through mere customer’s caprice, 
appears to be unavoidable. 

Those who favor the procedure urge that these doses 
are really rather small compared to what people are 
often given in medical radiology and that the danger 
of seriously overdoing the intensity or the repetition 
is remote. Nevertheless, the injury of even one person 
in ten thousand could not be condoned if the chance 
taken yields but small reward. 

How necessary is fluoroscopy to get a well fitting 
shoe? Many a good foot has been made ugly and 
troublesome by years of badly fitted shoes, far more 
presumably than have been deformed by roentgen 
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injury. Is it not possible, however, to avoid both 
hazards by merely fitting shoes carefully, using the 
ordinary methods of measurement and observation? 
The bitter fact remains that fluoroscopy simply cannot 
be really safe in the hands of those untrained to its 
use and relatively ignorant of its dangers. 


Current Comment 


THE HILL BILL FOR EXTENSION OF 
MEDICAL CARE 

Elsewhere in this issue (page 1007) appears an 
abstract of a bill introduced into the Senate of the 
United States on March 30 by Senator Lister Hill 
and four other senators associated with him. The bill 
proposes allocation of federal funds to the individual 
states, so that state authorities, established in the field 
of medical care, may secure voluntary hospitalization 
and sickness insurance policies for persons unable to 
pay the costs of medical care either in whole or in 
part. On the local and state authorities is placed the 
responsibility for determining the need of the persons 
concerned in each instance. Provision is made for aid- 
ing hospitals, health centers and diagnostic institutes 
so that they may render necessary services to those 
unable to pay. The measure would thus make effective 
as law several of the most significant points in the 
twelve point program for the extension of medical care 
developed by the American Medical Association. 
According to reports in the press, Mr. Hill was aided 
in the development of this legislation by conferences 
with the American Hospital Association, the president 
of the Pennsylvania State Medical Society and several 
other interested individuals and agencies. The measure, 
which has been considered by the Washington office 
of the American Medical Association and by the Execu- 
tive Committee of the Board of Trustees, is a type of 
legislation that corresponds with the principles of the 
12 point program which have been urged by the Ameri- 
can Medical Association for some years. Such legisla- 
tion is in accord with the basic principles of freedom of 
choice of physician and hospital, and absence of interfer- 
ence in the personal relationship between doctor and 
patient. Apparently many legislators, who represent 
great numbers of American citizens, are aware of the 
importance of maintaining these principles. Several 
other measures in relationship to these same principles 
are, it is understood, to be introduced to the Congress. 
No doubt, public hearings will be heard on all of these 
measures and all of them will come before the House 
of Delegates at its next session, so that the House of 
Delegates may establish the policy of the American 
Medical Association on new measures concerning exten- 
sion of medical care. Senator Hill has also been quoted 
as preferring to build on the system already prevailing 
rather than destroying our civilization to experiment 
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with a new one. The measure proposed by Senator 
Hill apparently would require some clarification, and 
there should be definite assurances as to the extent of 
necessary regulations in making the measure, if passed, 
effective. 


MEDICAL SERVICE AREAS IN THE 
UNITED STATES 

Elsewhere in this issue is a progress report on the 
study of medical service areas begun more than two 
years ago by the Bureau of Medical Economic Research 
of the American Medical Association. The objective 
is to map the areas in which patients reside who are 
served by physicians in the principal towns and cities 
in the United States. Now that the areas have been 
established, the number of persons per physician in 
each area can be determined and the resulting popu- 
lation-physician ratios will provide some indication of 
the distribution of physicians. Traditionally this ratio 
has been established for counties and states. In this 
era of rapid transportation many of the patients seen 
by a physician in any one year actually reside outside 
the physician’s own county. The map accompanying 
this progress report shows 757 areas of many shapes 
and sizes; this is an average of four counties per area. 
Of these 757 areas, 212 are interstate and 545 are 
intrastate; physicians and patients frequently cross 
state lines to give or receive medical care. There are 
1,090 primary medical service centers, of which 87 
are classified as prime-primary centers. This latter 
designation means that each of these 87 cities offers 
every type of medical treatment and surgery. The 
primary medical service centers are cities and towns 
which, relative to the nearby towns and villages, are 
primary sources of medical care. All these numbers 
are, of course, subject to revision before the book 
manuscript is completed—probably late in 1949. The 
attention of the student of marketing problems is 
drawn to this study by specific statements in the 
progress report. There are more areas and more cen- 
ters than recent general trading area studies have 
established. The ways in which the people secure 
medical service are quite similar to their general 
trading habits but medical purchase is more localized. 
During these two years much assistance has been given 
the Bureau of Medical Economic Research by the 
secretaries, both elected and executive, of the state and 
county medical societies. This is an informed opinion, 
nonstatistical type of survey. When the study is finally 
completed, accurate information should be available for 
the first time regarding the supply and distribution of 
physicians throughout the country. Even this prelimi- 
nary report should be sufficient evidence to convince 
many that the number of persons per physician in any 
county is a meaningless figure. Few of the boundary 
lines of the 757 medical service areas on the map 
coincide with the boundaries of counties; henceforth 
citation of population-physician ratios by counties and 
enumerations of counties without physicians should be 
abandoned. 
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New Health Bills Emphasize Voluntary Participation 

During the last week of March, new bills were introduced 
in both House and Senate calling for federal support of volun- 
tary health insurance plans and of medical education, but on 
a voluntary rather than a compulsory basis. Principal atten- 
tion was focused on the bipartisan bill (8.1456), cosponsored 
by Senators Hill, O’Conor, Withers, Aiken and Morse, which 
is designed to broaden coverage by existing prepayment medical 
and hospital care plans. Another major bill, $.1453, has for 
its purpose the alleviation of the shortage of physicians, dentists 
and allied professional personnel by subsidizing their training 
institutions and providing for scholarships. Its sponsors are 
Senators Pepper, Murray, Humphrey and Neely. A few days 
earlier Rep. W. M. Wheeler, (Democrat, Georgia) introduced 
in the House H.R. 3828, which would authorize federal loans 
to professional schools and their students. 

Further along on the legislative path toward enactment is 
another national health measure, S$.1411, which was reported 
favorably to the Senate on March 25 by the Labor and Public 
Welfare Committee. Also a bipartisan bill, sponsored by four- 
teen Democratic and Republican Senators, §.1411 provides 
for federal assistance to the states in support of preventive, 
diagnostic and therapeutic services for school children between 
the ages of 5 and 17. It is scheduled for final consideration 
on the Senate floor early in April and, if passed, will then go 
to the House for action. 

Strongly urging favorable action on the Voluntary Health 
Insurance Act (S.1456) introduced by Senator Hill, three other 
Senators and himself, Senator Herbert O'’Conor, Maryland 
Democrat, stated: “Objection is found to any proposals that 
would seck to regiment either the prospective recipients of these 
services, or the members of the medical profession who would 
be called upon to provide them. In [this] bill, I believe that 
the high objectives of any national medical care program can 
be achieved without disturbing, and in fact, with actual 
strengthening of, the satisfactory procedures in the field of 
health which have been established and perfected during the 
past. . . . I am convinced, and leading members of the medi- 
cal profession in my own State with whom I consulted believe 
that the method of approach used in the proposed legislation 
is sound. We feel that it offers possibilities for development 
into a complete program which would answer all needs and 
yet maintain the present healthy relationship between the 
patient and members of the medical profession, while at the 
same time making possible desired extension of the services 
in question without entailing exorbitant outlays by the Federal 
government.” (See condensation—Page 1007.) 

The Pepper-Murray-Humphrey-Neely bill is applicable to 
training of physicians, dentists, nurses, sanitary engineers and 
dental hygienists. It provides for outright grants to schools, 
in proportion to the size of enrolment, as well as grants for 
improvement of physical facilities and equipment, and scholar- 
ships. The Wheeler bill authorizes loans rather than grants 
and covers schools of medicine, dentistry and osteopathy. 


Public Health Service Budget of $165,674,000 


Health consciousness of members of Congress, with particular 
reference to heart disease, cancer and mental illness, was 
demonstrated anew March 9 when the House passed, without 
dissent or amendment, a record $165,674,000 budget for the 
United States Public Health Service for the fiscal year begin- 
ning July 1, 1949. The sum is $964,060 above the present 
year’s appropriation, and, in addition, $100,825,000 was ap- 
proved for contract authorization, chiefly for aid to the states 
in furtherance of the Hill-Burton hospital act. 

Most drastically slashed by the House was the allocation 
for general assistance to the states to conduct public health 


demonstrations, promote industrial hygiene investigations and 
perform miscellaneous functions in preventive medicine. The 
Bureau of the Budget recommended $24,408,000 for this pur- 
pose, but this figure was cut to $13,600,000 by the House. On 
the other hand, $11,387,000 was voted for the federal mental 
health program (including grants to states and research grants 
to institutions), compared with $10,562,000 recommended by 
the Budget Bureau. Similarly, the House allowed $16,400,000 
for the cancer program—$300,000 above the figure recom- 
mended—and almost doubled the sum for heart. The Budget 
Bureau had approved $4,000,000 in appropriations for this 
program, but $7,725,000 was provided in the bill as it passed 
the House and was sent to the Senate for action. In addition, 
the House—on its own initiative—granted $2,000,000 in con- 
tract authority for construction of heart research facilities; 
$500,000 for subsidization of teaching, and $500,000 for trainee- 
ships in institutions. Contract authorization for research was 
pegged at $630,000 by the Budget Bureau, but that figure was 
raised to $1,200,000. 

During the protracted Appropriations Committee hearings 
which preceded presentation and adoption of the Federal 
Security Agency budget, of which the Public Health Service 
estimates are a part, numerous medical practitioners, researchers 
and administrators testified in support of the federal cancer, 
heart and mental health programs. Among them were Drs. 
P. B. Cornely, Carl O. Flagstad, Tinsley R. Harrison, A. C. 
Ivy, T. Duckett Jones, William C. Menninger, Cornelius P. 
Rhoads, George S. Stevenson and S. B. Wortis. 


Secretary of Defense Johnson Indorses Campaign 

One of the first official acts of Louis Johnson, following 
his succession of James Forrestal as Secretary of Defense, 
was to affirm his support of the medical-dental procurement 
campaign and reiterate the acute shortage facing the Army and 
Navy unless there are more volunteers. He disclosed that 
telegraphic inquiries had been received from 1,600 former 
A.S.T.P. and V-12 students, but only 150—physicians and 
dentists combined—had applied for commissions and assign- 
ment to active duty. 

To expedite action, Secretary Johnson said that he is send- 
ing to county medical and dental societies the names of more 
than 13,000 prospective candidates who either did not reply 
to Forrestal’s letter or whose answers were negative. The 
county societies are being asked to get in touch with these 
men personally “to determine if and when they will be avail- 
able for duty with one of the armed forces.” A written report 
is requested on each of the persons concerned. Secretary 
Johnson added that he will write personal letters to hospital 
administrators, asking them to bring the military's medical 
officer shortage to the attention of former A.S.T.P. and V-12 
students on their staffs and who are not war veterans. 


Federal Trade Commission Cites “Becker's Pills” 

The Federal Trade Commission has ordered Adolfo Enrique 
Besosa, of New York City, trading as A. E. Besosa Co. and 
Becker Medicine Co., to stop representing that “Becker's 
Pills” have any curative effect in treatment of renal conditions. 
Charging that the product's advertising is false and mislead- 
ing, the Federal Trade Commission stated that the pills “have 
no beneficial effects in counteracting or offsetting damage to 
the kidneys resulting from the excessive use of alcohol or 
resulting from any other cause.” Besosa was directed to make 
it clear in any future advertisements that the juniper oil con- 
tained in “Becker's Pills” is a renal irritant which may dan- 
gerously aggravate an incipient pathologic condition. Also, 
that the drugs digitalis and squill, which the pills contain, 
tend to accumulate in the body and their use over a period 
of time may result in serious injury to heart and circulatory 
system. 
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FEDERAL VOLUNTARY HEALTH 
INSURANCE BILL 


A Condensation Prepared by the Bureau of Legal 
Medicine and Legislation, American Medical 
Association, April 1, 1949 
On March 30 there was presented to the Senate a bill, S. 1456, 
sponsored by Senator Hill, Alabama; Senator O’Conor, Mary- 
land; Senator Withers, Kentucky; Senator Aiken, Vermont, 
and Senator Morse, Oregon, to authorize grants to enable states 
to survey, coordinate, supplement and strengthen their existing 
health resources so that hospital and medical care may be 
obtained by all persons. It was referred to the Senate Com- 

mittee on Labor and Public Welfare. 


Major Objective 
While this bill seeks other ends, its major objective is, as 
explained by Senator Hill, to provide protection for persons of 
limited income by giving them service cards in voluntary pre- 
payment plans which will entitle them to the same kind of 
medical and hospital care as those who are able to purchase such 
protection on a-voluntary basis. 


Determination of Eligibility for Benefits 

A state plan must provide methods of determining the eligi- 
bility of persons to receive service cards which will entitle them 
to benefits, in accordance with regulations prescribed by the 
Surgeon General of the Public Health Service. Within six 
montlis after the enactment of the legislation, the Surgeon Gen- 
eral, with the approval of the Federal Hospital and Medical 
Care Council and the Administrator of the Federal Security 
Agency, must prescribe by general regulation the general man- 
ner in which the state agency shall determine the eligibility 
of persons unable to pay subscription charges for medical and 
hospital care. The determination of eligibility must be made, 
so far as possible, in advance of the need for medical and hos- 


pial care. of Qualifying for Benefits 

A state in its plan must provide for the issuance from time 
to time by the appropriate agency or agencies designated by the 
state of service cards of participating nonprofit prepayment plans 
for medical and hospital care to all persons who are certified 
as unable to pay all or part of the subscription charges of pre- 
payment plans for such care, whether or not in immediate need 
of care, which will entitle such persons to needed hospital and 


—— Benefits to be Provided 

Such types of medical and hospital care are to be furnished 
to holders of service cards as may be required by general regu- 
lations prescribed by the Surgeon General with the approval 
of the Federal Council and the Administrator of the Federal 
Security Agency. This provision is qualified by the definition 
of the term “hospital and medical care” contained in the bill 
which declares it to mean surgical, obstetric and medical ser- 
vices, furnished in a hospital, and hospital services incident 
thereto not in excess of sixty days in any year, and including 
diagnostic and outpatient clinic services furnished in a hospital 
or in a diagnostic clinic. The term “hospital” is defined, inci- 
dentally, to include a diagnostic clinic. 


Method of Payment for Benefits 

A state plan must provide for satisfactory contracts or 
arrangements so that following the admission of each person 
having a service card to a hospital the nonprofit prepayment 
plan will accept liability for payment of all essential services 
in the same manner as in the case of its regular subscribers, 
and that payments for such medical and hospital care by the 
plan will be on a basis mutually agreeable to participating 
physicians and hospitals and the state agency or regional author- 
ity concerned. Nonprofit prepayment plans will be reimbursed 
by the state agency for the full amount of the payments thus 
made plus such reasonable administrative expenses as may be 


mutuall 

Administration 
_The Surgeon General will administer the provisions of the 
bill on the federal level with the aid of a Federal Hospital and 
Medical Care Council of which he is to be chairman. Of the 
other ten members, to be appointed by the Administrator of the 
Federal Security Agency, four are to be persons who are out- 
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standing in fields pertaining to medical and hospital care, two 
of whom are to be doctors of medicine and two hospital admin- 
istrators; two members will be persons experienced in the 
administration of voluntary prepayment plans for medical and 
hospital care, and four will represent the consumers of medical 
and hospital care who are familiar with the need for medical 
and hospital care in rural or urban areas. The Surgeon General 
will be authorized to make such administrative regulations and 
perform such other functions as he finds necessary to carry out 
the provisions of the program. 

On a state level, the bill provides that a state plan must 
designate a single state agency as the sole administrative agency 
and must give assurance that that agency will have authority to 
carry out the plan. The state administrative agency, the bill 
suggests, may be the same agency designated to administer the 
provisions of the Hospital Survey and Construction Act. A 
state plan must provide for a Hospital and Medical Care 
Authority within each of the regions into which the state has 
been or will be divided under the Hospital Survey and Con- 
struction Act, or by other means. Such Authority, composed of 
persons within the region, must include representatives of non- 
government organizations or groups, of state and local agencies, 
concerned with the utilization of hospitals, including representa- 
tives of medical associations, hospital associations, voluntary 
prepayment plans for medical and hospital care and representa- 
tives of the consumers of medical and hospital care who are 
familiar with the need for such care in urban or rural areas. 

A state plan must also provide for the designation of a State 
Hospital and Medical Care Council. The head of the state 
administrative agency will serve as chairman of the Council 
and the other ten members must at the time of appointment be 
members of the regional Authorities and must possess qualifica- 
tions identical with those required to be possessed by members 
of the federal Council. Presumably the state Council as well 
as the regional Authorities will advise the state administrative 
agency with respect to the administration of the program. 


Surveys 

A state plan must contain provisions for four surveys. One 
is to be made of existing diagnostic facilities and a program 
must be submitted for providing additional necessary diagnostic 
services and for making them available to all persons in the 
state. A second relates to existing facilities, services and financ- 
ing for the care of mental, tuberculous, chronic disease and other 
patients hospitalized for long periods, and here again a program 
must be submitted for providing any needed additional facili- 
ties. A third survey must be made of areas in the state which 
are unable to attract practicing physicians and a recommendation 
must be made of methods for encouraging physicians to locate 
in such needy areas. The fourth survey will be of existing 
enrolment in participating voluntary prepayment plans and a 
plan must be developed for stimulating and encouraging enrol- 
ment in such plans by all persons able to pay subscription 
charges, with emphasis on employer participation and on enrol- 
ment of persons in rural areas. 


Payroll Deductions 

A plan must provide for payroll deductions of subscription 
charges of voluntary prepayment plans for medical and hospital 
care for each employee, and his dependents, of state or political 
subdivisions who request such deduction. Another section of 
the bill provides for a similar payroll deduction, on request, 
for officers and employees of the United States, including mem- 
bers of the armed forces. 


State Plans in General 

A state desiring to participate in this program must submit 
a plan for the approval of the Surgeon General. It must pro- 
vide, in addition to the provisions previously mentioned, that it 
must be in effect in all political subdivisions of the state and, 
if administered by them, be mandatory upon them. It must 
provide, too, for over-all financial participation by the state in 
a total amount at least equal to 50 per cent of that portion of 
the total amount expended under the state plan during any 
quarter, exclusive of the amount allotted by the federal govern- 
ment. This provision seems to imply that a part of state funds 
will be contributed by its political subdivisions. Assurance must 
be given, too, that federal funds allotted will be used to supple- 
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ment total payments made by the state and its political sub- 
divisions and not as a substitute for such payments. 

The methods of administration of a state plan, including 
methods relating to the establishment and maintenance of per- 
sonnel standards on a merit basis, must comply with such 
regulations as the Surgeon General may prescribe, except that 
the Surgeon General will exercise no authority with respect to 
the selection, tenure of office or compensation of any person 
employed in accordance with such methods. Reports must be 
made to the Surgeon General from time to time. Safeguards 
must be established which restrict the use or disclosure of infor- 
mation concerning recipients to purposes directly connected with 
the administration of medical and hospital care under the state 
plan. A state plan must provide that a person receiving benefits 
shall not be identified as a person accepting assistance at the 
time of receiving care and that the person shall not be provided 
a separate grade or classification of care because of his accept- 
ing assistance. A regional Hospital and Medical Care Authority 
must encourage coordination of all health facilities and services 
in the region, both voluntary and government, and must recom- 
mend means for their effective utilization in making medical 
and hospital care available to all persons in the region. 

If any person drawing unemployment compensation is enrolled 
in a participating voluntary prepayment plan for medical and 
hospital care, the state plan must provide that pro rata sub- 
scription charges in such plan for such person and his dependents 
shall be paid, out of funds available for medical and hospital 
care, for the time during which any such person is in receipt of 
unemployment compensation, such payment of subscription 
charges to be by way of direct payment to the plan either for 
the period of unemployment or, if subscription charges have 
been paid in advance, by way of extension of the period of pro- 
tection of the plan for the period of unemployment, as may be 
prescribed by state law. And, finally, the state agency must 
from time to time review the state plan and submit to the 
Surgeon General any modification which it considers necessary. 

If a state plan complies with the specifications contained in 
the bill it must be approved by the Surgeon General. If dis- 
approved, the state agency, on request, may be afforded an 
opportunity for hearing before the Federal Hospital and Medi- 


cal Care Council. 
Veterans 


The bill provides that nothing in it shall modify obligations 
assumed by the federal government under other statutes for the 
medical and hospital care of veterans or other presently author- 
ized recipients of medical and hospital care under federal 


rograms., 
ican Payment to States and Financing 


Federal appropriations will be authorized for such sums as 
may be necessary. From such sums there will be paid to each 
state with an approved plan an amount, which shall be used 
exclusively for medical and hospital care to persons unable to 
pay subscription charges, equal to the federal percentage of the 
total sums expended or estimated to be expended during a 
quarter under the state plan. In addition, an amount will be 
paid to the state equal to one half of the total of the sums 
expended for the proper and efficient administration of the 
state plan, as determined by the Surgeon General. 

An estimate will be made by the Surgeon General of the 
amount to be paid to the state for each quarter. This estimate 
will be based on a report filed by the state containing its own 
estimate of the total sum to be expended. This report must 
state the amount appropriated or made available by the state 
and by its political subdivisions for expenditures in the quarter. 
If such amount is less than the state’s proportionate share of 
the total sum of the estimated expenditures, the source or sources 
from which the difference is .expected to be derived must be 
stated. The Surgeon General also will base his estimate on 
records showing the number of persons in the state unable to 
pay subscription charges. 

The federal percentage for any state will be 100 per cent less 
that percentage which bears the same ratio to 50 per cent as 
the per capita income of the state bears to the per capita income 
of the continental United States, excluding Alaska. The federal 


percentage will, however, in no case be more than 75 per cent 
or less than 33% per cent. 
percentage will be 50 per cent. 
percentage will be 75 per cent. 


For Alaska and Hawaii, the federal 
For Puerto Rico, the federal 
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State Control Assured 
Except as otherwise specifically provided, the bill declares 
that nothing in it shall be construed as conferring on any federal 
officer or employee the right to exercise any supervision or con- 
trol over the administration, personnel, maintenance or opera- 
tion “of any hospital utilized for furnishing hospital and medical 
care” pursuant to the provisions of the title. 


Miscellaneous General Regulations 

The Surgeon General, with the approval of the Federal 
Council and the Administrator of the Federal Security Agency 
will be authorized to prescribe general regulations dealing with 
general standards for participation in this program of voluntary 
prepayment plans for medical and hospital care, general stand- 
ards for participation of nonprofit prepayment plans, the general 
manner in which the state agency shall stimulate and assist in 
enrolling the population in voluntary prepayment plans for 
hospital and medical care, and generabh methods of administra- 
tion of the state plan by the designated state agency, subject to 
the restriction previously noted. 


Sponsors Express Points of View on Bill 
At the time this bill was introduced, Senator Hill, Senator 
Aiken and Senator O’Conor spoke in favor of it. Senator Hill 
in a mimeographed release said in part as follows: 


“The Voluntary Health Insurance Bill we are introducing 
today will perform the same service for financing hospital and 
medical care that the Hill-Burton Hospital Survey and Con- 
struction Act is now doing in the building of new hospitals. 

“We know that much remains to be done, but already the 
Federal government has acted in many ways to meet its responsi- 
bilities for improving and safeguarding the health of our people. 
We have done much to promote research. We are assisting in 
the construction of hospitals and health centers. We recognize 
that Federal aid is necessary in the education of doctors and 
nurses. I have introduced in this Congress, on behalf of myself 
and some of my colleagues, a bill to assist in the expansion and 
improvement of local public health units. 

“But for more than ten years we have not been able to agree 
on the best method of financing hospital and medical care to 
the individual. 

“We have had extensive hearings on a compulsory health 
insurance program and discussions both in and out of Congress. 
We have had many proposals and blue prints and ‘cures’ sug- 
gested for the establishment of a completely new system of 
financing hospital and medical care for our people. 

“But a compulsory system of health insurance carries within 
it the danger of uprooting and destroying the entire system of 
medical practice in this country. 

“We believe that the present system of medical care has been 
too valuable, too effective and too useful through the years, to 
throw it aside for a new system which might not work. We 
believe it is the course of wisdom first to examine our existing 
health and hospital and medical resources, then to proceed with 
the building and strengthening of them where that is neces- 
sary to bring adequate health care to all the people. 

“The last thing we want in this country is an abundance of 
poor hospitals and poor medical care. Our existing system has 
produced a quality of care which is the equal of any that has 
been developed anywhere in the world. The reason it has 
grown—and continues to grow—is that it has grown naturally. 
You cannot build a tree. Our problem is to take our existing 
system and continue to make it bigger and better.” 


. . . . . 


“The fact is that while we have been debating the pros and 
cons of a complete new system of Federal compulsory health 
insurance, the voluntary agencies already in the field have gone 
quietly ahead to provide protection against the costs of hospital 
and medical care to nearly a third of our population. In 1939 
when the first compulsory health insurance bill was introduced, 
the Blue Cross plans for hospital care had only 3,000,000 people 
enrolled. Today they protect more than 33,000,000. The Blue 
Shield plans for medical care have enrolled about 10,000,000. 
And commercial insurance companies have enrolled considerable 
numbers. A recent survey shows that on December 31, 1947, 
an estimated 52,584,000 individuals were protected by voluntary 
hospital expense coverage ; 26,247,000 individuals had voluntary 
surgical expense coverage; nearly 9 million had medical expense 
coverage; and an estimated total of 31,224,000 of our 58 million 
employed civilians were insured under some form of voluntary 
protection against loss of income due to sickness or accident. 

“Here is a voluntary movement which cannot be ignor 
if we believe there is a logical place in our American way 
life for the voluntary system.” 


n- 
a- 


Votume 139 
Numper 15 


Coming Medical Meetings 


Alabama, Medical Association of the State of, Montgomery, April 19-21. 
Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery 4, Secretary. 
American Association of Anatomists, Philadelphia, April 13-15. Dr. 

Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, Secretary. 

American Association of Genito-Urinary Sur cons, White Sulphur Springs, 
’ Va., Greenbrier Hotel, May 9-11. br. Norris J. Heckel, 122 S. 
Michigan Ave., Chicago 3, Secretary. 

American Association of Pathologists and Bacteriologists, Boston, April 
15-16. Dr. Howard T. Karsner, 2085 Adelbert Road, Cleveland, 
Secretary. 

American Association of the History of Medicine, Lexington, Ky., May 
23-24 Dr. Benjamin Spector, 416 Huntington Ave., Boston 15, 
Secretary. 

American Association on Mental Deficiency, New Orleans, Hotel Roose- 
velt, April 27-30. Dr. Neil A. Dayton, Box 51, Mansfield Depot, Conn., 
Secret ivy. 

American Broncho-Esophagological Association, Chicago, Drake Hotel, 
April 18-19. Dr. Edwin N. Broyles, 1100 N. Charles St., Baltimore 1, 
Secretary. 


American College of Allergists, Chicago, April 14-17. Dr. Fred W. 
Wittich, 423 LaSalle Medical Bldg., Minneapolis 2, Secretary. 

American Dermatological Association, Hot Springs, Va., May 23-26. Dr. 
Louis A. Brunsting, 102 Second Ave. S.W., Rochester, Minn. Secretary. 

American Gastro-Enterological Association, Atlantic City, Claridge Hotel, 
June 3-4. Dr. Dwight L. Wilbur, 655 Sutter Street, San Francisco 2, 
Secr« tary. 

American Goiter Association, Madison, Wis., Hotel Loraine, May 26-28. 
Dr. Thomas C. Davison, 478 Peachtree St., N.E., Atlanta 3, Ga., 
Secretary. 

American Laryngological Association, New York, May 16-17. Dr. 
Louis H. Clerf, 1530 Locust St., Philadelphia, Secretary 


American Laryngological, Rhinological and Otological Society, Chicago, 
Drake Hotel, April 18-20. Dr. C. Stewart Nash, 277 Alexander St., 
Rochester 7, New York, Secretary. 


American Ophthalmological Society, Hot Springs, Va., The Homestead, 
June 2-4. Dr. Maynard C. Wheeler, 30 W. 59th St., New York, 
Secretary. 

American Orthopedic Association, Colorado Springs, May 18-21. Dr. 
C. Leslie Mitchell, Henry Ford Hospital, Detroit 2, Secretary. 

American Otological Society, New York, May 18-19. Dr .Gordon D. 
Hoople, 713 E. Genesee St., Syracuse, N. Y., Secretary. 

American Pediatric Society, Atlantic City, May 5-6. Dr. Henry G. 


Poncher, 1819 W. Polk St., Chicago 12, Secretary. 

American Physiological Society, Detroit, April 19-22. Dr. Milton O. Lee, 
2101 Constitution Ave., Washington 25, D C., Executive Secretary 
American Proctologic Society, Columbus, Ohio, May 31-June 4. Dr. 
W. \\endell Green, 1838 Parkwood Ave., Toledo 2, Ohio, Secretary. 


American Psychiatric Association, Montreal, Canada, May 23-27. Dr. 
Leo !1. Bartemeier, General Motors Bldg., Detroit 2, Secretary. 

American Society for Clinical Investigation, Atlantic City, May 2. Dr. 
Pau! Lb. Beeson, Grady Hospital, Atlanta 3, Georgia, Secretary. 


American Society for Experimental Pathology, Detroit, April 18-22. Dr. 
Nae la S. Rebscheit-Robbins, 260 Crittenden Blvd., Rochester, N. Y., 
ecretary. 

American Society for Pharmacology and Experimental Therapeutics, 
Detroit, April 18-22. Dr. Harvey B. Haag, Medical College of Virginia, 
Richmond 19, Secretary. 

American Society for Research in Psychomatic Problems, Atlantic City, 
Chalfonte-Haddon Hall, April 30-May 1. Dr. Sydney é. Margolis, 714 
Madison Ave., New York 24, Executive Secretary. 

American Society of Biological Chemists, Detroit, April 17-22. Dr. Otto A. 
Bessey, 1853 W. Polk St., Chicago 12, Secretary. 

American Surgical Association, St. Louis, April 20-22. Dr. Nathan 
Womack, University ot Iowa, Iowa City. Secretary. 

American Therapeutic Society, Atlantic City, June 2-5. Dr. Oscar B. 
Hunter, 915 Nineteenth St. N.W., Washington, D. C., Secretary. 

American Urological Association, Los Angeles, Hotel Biltmore, May 
aia Dr. Thomas D. Moore, 899 Madison Ave., Memphis 3, Tenn., 
secretary. 

Arizona State Medical Association, Tucson, May 8-10. Dr. Frank J. 
Milloy, 15 E. Monroe St., Phoenix, Secretary. 

Arkansas Medical Society, Little Rock, April 14-16. Dr. William R. 
Brooksher, 602 Garrison Ave., Fort Smith, Secretary. 

Association for the Study of Internal Secretions, Atlantic City, Pan 3-4, 
Dr. Henry H. Turner, 1200 N. Walker St., Oklahoma City 3, Secretary. 

Association of American Physicians, Atlantic City, May 3-4. Dr. Henry 
M. Thomas Jr., 1201 N. Calvert St., Baltimore 2, Secretary. 

California Medical Association, Los Angeles, May 8-11. Dr. L. Henry 
Garland, 450 Sutter St., San Francisco 8, Secretary. 

Connecticut State Medical Society, New Britain, State Teachers’ College, 
May 3-5. Dr. Creighton Barker, 258 Church St., New Haven, Secretary. 

Federation of American Societies for Experimental Biology, Detroit, 
April 18-22. Dr. Milton O. Lee, 2101 Constitution Ave., Washington 
25, D. C., Secretary. 

Florida Medical Association, Belleair, April 10-13. Dr. Robert B. Mclver, 
111 West Adams St., Jacksonville, Secretary. 

Georgia, Medical Association of, Savannah, Hotel De Soto, May 10-13. 
Dr. Edgar D. Shanks, 478 Peachtree St., N.E., Atlanta, Secretary. 

Hawaii Territorial Medical Association, Honolulu, May 5-8. Dr. Harry 
L. Arnold Jr., 510 S. Beretania St., Honolulu, Secretary. 

Illinois State Medical Society, Chicago, Palmer House, May 16-18. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

International Congress on Rheumatic Diseases, New York, Hotel Waldorf- 
Astoria, May 30-June 3. Dr. Philip S. Hench, Mayo Clinic, Rochester, 

inn., Chairman, American Committee. 

Towa State Medical Society, Des Moines, April 18-21. Dr. Allan B. 
Phillips, 406 Sixth Ave., Des Moines 9, Secretary. 

Kansas Medical Society, Topeka, May 9-12. Dr. D. D. Vermillion, 512 
New England Bldg., Topeka, Seeretary. 
uisiana State Medical Society, New Orleans, May 5-7. Dr. P. T. 

mena, 1430 Tulane Avenue, New Orleans 13, Secretary. 
aryland, Medical and Chirurgical Faculty of the State of, Baltimore, 
gbril 26-27. Dr. George H. Yeager, 1211 Cathedral St., Baltimore 1, 

ry. 

Massachusetts Medical Society, Worcester, May 24-27. Dr. H. Quimby 

“ sallupe, 8 Fenway, Boston 15, Secretary. 
ical Library Association, Galveston, Texas, April 10-14. Miss Mildred 
R. — Medical College of Alabama Library, Birmingham 5, Ala., 
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Minnesota State Medical Association, St. Paul, Municipal Auditorium, 
May 9-11. Dr. B. B. Souster, 496 Lowry Medical Arts Bidg., St. Paul 
2, Secretary. 

Mississippi State Medical Association, Biloxi, May 10-12. Dr. T. M 
Dye, Box 295, Clarksdale, Secretary. 

National Tuberculosis Association, Detroit, May 2-6. Dr. H. Stuart 
Willis, 1790 Broadway, New York 19, Secretary. 

Nebraska State Medical Association, Omaha, Hotel Paxton, May 2-5. 
Dr. R. B. Adams, 1315 Sharp Building, Lincoln 8, Nebraska, Secretary. 

New Jersey, Medical Society of, Atlantic City, Hotel Ambassador, April 
25-28. Dr. Earl L. Wood, 315 W. State St., Trenton 8, Secretary. 

New Mexico Medical Society, Roswell, May 5-7. Dr. H. L. January. 
221 W. Central Ave., Albuquerque, Secretary. 

New York, Medical Society of the State of, Buffalo, Hotel Statler, May 
2-6. Dr. Walter P. Anderton, 292 Madison Ave., New York 
Secretary. 

North Carolina, Medical Society of the State of, Pinehurst, The Carolina, 
May 9-11. Dr. Roscoe D. McMillan, P. O. Box 232, Red Springs. 
Secretary. 

North Dakota State Medical Association, Minot, May 14-17. Dr. O. A. 
Sedlak, 702 First Ave. S., Fargo, Secretary. 

Ohio State Medical Association, Columbus, April 19-21. Mr. Charles S 
Nelson, 79 E. State St., Columbus 15, Executive Secretary. 

Oklahoma State Medical Association, Tulsa, Mayo Hotel, May 15-19. 
Mr. R. H. Graham, 210 Plaza Court Bldg., Oklahoma City, Secretary. 

Rhode Island Medical Society, Providence, May 11-12. Dr. Morgan Cutts. 
106 Francis St., Providence 3, Secretary. 

Society of American Bacteriologists, Cincinnati, May 15-20. Dr. 
John Blair, Hospital For Joint Diseases, New York, Secretary. 

South Dakota State Medical Association, Yankton, May 22-24. Dr. Roland 
G. Mayer, 22% S. Main St., Aberdeen, Secretary. 

Southeastern Surgical Congress, Biloxi, Miss., May 23-26. Dr. Benjamin 
T. Beasley, 45 Edgewood Ave. S.E., Atlanta 3, Ga., Secretary. 

Southern Branch, American Public Health Association, Dallas, Texas. 
Baker Hotel, April i4-16. Dr. George A. Denison, 600 S. Twentieth 
St.. Birmingham, Ala., Secretary. 

Tennessee State Medical Association, Chattanooga, April 12-14. Dr. W. M 
Hardy, 706 Church Street, Nashville 3, Secretary. 

Texas, State Medical Association of, San Antonio, May 2-5. Dr. Harold 
Williams, 700 Guadalupe St., Austin, Secretary. 

Western Association of Industrial Physicians and Surgeons, Los Angeles. 
Hotel Biltmore, May 7. Dr. Christopher Leggo, Crockett, Calif.. 
Secretary. 

Western Branch of American Public Health Associaiton, Los Angeles, 
Hotel Biltmore, May 30-June 1. Mr. Walter S. Mangold, University 
of California, Berkeley, Calif., Secretary. 


Medical Legislation 


STATE LEGISLATION 


California 


Bill Introduced.—A. 3099 proposes that the required physical exami- 
nation of school teachers shall include an x-ray of the lungs and a 
skin test recognized by the American Medical Association. 


Colorado 


Bill introduced.—S. 614 proposes enabling legislation for the incorpo- 
ration of nonprofit hospital and medical and surgical care plan 


corporations. 
Idaho 


Bill Enacted._H. 290 has become chapter 208 of the Laws of 1949. 
It authorizes county boards to levy a special tax to be used solely 
and exclusively for preventive health services. 


Michigan 
Bills tntroduced.—S. Con. Res. 19 proposees to memorialize the 
Congress of the United States not to adopt legislation relative to 
socialized medicine. S. 101, to amend the workmen’s compensation act, 
proposes to include dental care to injured employees when necessary. 
S. 192 proposes to extend the benefits of the privileged communications 
statute to physicians and their patients. 


Missouri 


Bill Introduced...H. 226 proposes the creation of a naturopathic 
examining board and defines naturopathy as that science, art or system 
of diagnosis and treatment of diseases and prevention of human ailments 
through the use of natural and physical agents. 


Oklahoma 


Bill tntroduced.—S. 211 proposes to require institutions requiring 
for the effective carrying on of its scientific or educational activities the 
use of live dogs and cats to apply to the state board of health for a 
license to obtain animals from dog pounds. 


Washington 


Bills Enacted.._A simple House resolution was enacted March 10, 1949 
which resolved that the President of the United States be commended 
for his courageous fight in behalf of the health of the people of the 
country. H. 329 has become chapter 204 of the Laws of 1949. It makes 
it an act of unprofessional conduct for any person licensed to practice 
medicine and surgery, drugless treatment in any form, or dentistry to 
accept any rebate, refund, commission or unearned discount whether in 
the form of money or otherwise as compensation for referring patients 
to any person, firm, corporation or association. 
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GOVERNMENT SERVICES 


ARMY 


MEDICAL SERVICE CORPS 


In the presence of eminent members of scientific societies, 
Lieut. Col. Charles S. Gersoni and Majors Raymond J. Karpen 
and John V. Painter were sworn in March 13 as the first 
appointed Assistant Chiefs of the Medical Service Corps. In 
addition to Col. Othmar F. Goriup, Chief of the Corps, and 
other executives of the Surgeon General's Office, the following 
were present: Col. Michael J. Blew, M.S.C., Reserve; Francis 
Bh. Elder, engineering associate, American Public Health Asso- 
ciation; Robert Fischelis, secretary, American Pharmaceutical 
Association; Ernest Little, president, American Pharmaceutical 
Association; Norman Loffer, president, American Society of 
Professional Biologists; F. A. Moulton, of the American Asso- 
ciation for the Advancement of Science; Leland Parr, executive 
secretary, American Bacteriological Association; Paul Robbins, 
executive secretary, National Society of Professional Engineers ; 
Joseph F. Sadusk, executive director, Committee on Medical 
Sciences of the Research and Development Board; George E. 
Taylor, assistant secretary, American Chemical Society, and 
Dael Wolfle, secretary, American Psychological 
Association. 

The new Assistant Chiefs will serve as respective chiefs of 
the three sections of the corps: Colonel Gersoni as Chief of 
the Medical Allied Sciences Section; Major Karpen as Chief 
of the Sanitary Engineering Section, and Major Painter as 
Chief of the Pharmacy, Administration and Supply Section. 

The Medical Service Corps was established by the Eightieth 
Congress on Sept. 7, 1947. The corps consists of commissioned 
specialists in fields allied to medicine: aviation psychologists, 
bacteriologists, biochemists, clinical nutritionists, optometrists, 
parasitologists, pharmacists, physiologists, psychiatric social 
workers, psychophysiologists, sanitary engineers, serologists and 
toxicologists. Establishment of the corps was necessary to 
furnish these professional skills in order that the Army might 
continue to provide medical care equal to, or better than, the 
medical care of civilian life. 


executive 


ACCEPTED FOR ADVANCED 
TRAINING 
The following Medical Department officers have been accepted 
for advanced training by the civilian schools and hospitals 
indicated : 


OFFICERS 


Institution Subject 


University of Penn- Internal medicine 
sylvania, Philadelphia 

Massachusetts Gener- Internal medicine 
al Hospital, Boston 

Columbia University, Physical medicine 
New York 

Grady Memorial Hos- Residency in 


Name 
Col. Charles L. Leedham 


Col. Albert A. Biederman 
Capt. Edward J. Lorenze 


First Lieut. James W. Mankin 


; pital, Atlanta, Ga. pathology 
First Lieut. Joseph R. Newton Salt Lake County Residency in 
General Hospital, Salt _ pediatrics 
Lake City 
First Lieut. Davis A. Baltz Memorial Hospital, Residency in 


Wilmington, Del. general surgery 
University Hospitals, Intern training 
Cleveland 

University Hospital, Residency in 
Ann Arbor, Mich. medicine 
Psychopathic Hospi- Residency in 
tal, lowa City, Iowa psychiatry 
Providence Hospital, Intern training 
Detroit 


First Lieut. Howard J. Brown 
First Lieut. Paige B. Follo 

First Lieut. Charles B. Smith 
First Lieut. Leonard W. Melander 


CERTIFIED BY SPECIALTY BOARDS 


The following colonels in the Regular Army Medical Corps 
have recently been certified by the American Specialty Boards 
indicated: Aubrey L. Bradford (internal medicine); Robert T. 
Gants (general surgery); William W. Nichols (general sur- 
gery), and Carl W. Tempel (internal medicine). 


MALIGNANT MELANOMA 


The Army Institute of Pathology, Washington, D. C., reports 
that there are now on hand for investigation about 23,000 
enucleated eyes, including 2,000 with malignant melanoma, and 
more than 5,000 tumors of the urinary bladder. This material 
is available for study and statistical analysis. 


NAVY 


NOMINATED FOR POSTGRADUATE 
INSTRUCTION 


The Surgeon General's office reports that the following Navy 
Medical officers have been nominated to receive postgraduate 
instruction: Comdr. Hubert L. Anderson, Lake Benton, Minn., 
residency in surgery at the Naval Hospital, Long Beach, Calif. ; 
Comdr. Stephen J. Ryan, Providence, R. L., residency in oph- 
thalmology at the Boston City Hospital, Boston; Lieut. (jg) 
Preston H. Bandy, Gallatin, Tenn., residency in anesthesiology 
at the Naval Hospital, Bethesda, Md.; Lieut. (jg) Jack C. 
Berger, Oak Park, IIL, residency in surgery at Presbyterian 
Hospital, Chicago; Lieut. (jg) Robert E. Dent, Bowling Green, 
Ky., residency in surgery at the Naval Hospital, St. Albans, 
N. Y., and Lieut. (jg) William G. Krech, Paterson, N. J., 
residency in surgery at the Naval Hospital, Chelsea, Mass. 


ACTIVE SERVICE FOR RESERVE 
OFFICERS 


The Naval Air Reserve Training Command offers medical 
officers in the Naval Reserve an opportunity to serve in an 
active duty status at Naval air stations located in Birmingham, 
Ala.; Columbus, Ohio; Denver; Grosse Ile, Mich.; Jacksonville, 
Fla.; Lincoln, Neb.; Niagara Falls, N. Y.; St. Louis, and 
Seattle. 

In addition to the medical officer's base pay and allowance for 
subsistence and quarters, a remuneration of $100 per month will 


be paid to accepted applicants who agree to remain on active 
duty for a period of one year or longer. The advantages offered 
by this opportunity may particularly appeal to those who are 
awaiting residencies or who are undecided as to their future 
plans. Applications may be submitted specifying the date which 
the applicant desires to begin, as well as terminate, active duty; 
he may designate choice of duty stations in order of preference. 
Applications for periods of less than one year will receive the 
same consideration as those for longer periods. A _ letter 
addressed to Staff Medical Officer, Naval Air Reserve Training 
Command, Naval Air Station, Glenview, IIl., will bring full 
particulars without obligation. 


PERSONALS 


Commander Horace D. Warden, M.C., was recently assigned 
as medical officer to the Presidential Yacht Williamsburg. Dr. 
Warden is a graduate of the University of Montana and Rush 
Medical College, Chicago. During the recent war, he was 
awarded the Bronze Star and the Purple Heart, having been 
seriously wounded at Okinawa aboard the U. S. S. Terror, 
which was hit by a Japanese suicide plane. 

Lieutenants (jg) DuWayne D. Gadd of Saginaw, Mich., and 
Tom N.. Mullis of Los Angeles have been nominated for their 
first active duty in the Reserve Corps and will go to residencies 
in neurology and obstetrics and gynecology at the George F. 
Geisinger Memorial Hospital, Danville, Pa. and the Naval 
Hospital, Philadelphia, respectively. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


COLORADO 


Postgraduate Course in Industrial Medicine.—A _ post- 
graduate course in industrial medicine will be given at the 
University of Colorado Medical Center, Denver, May 19-20, 
sponsored by the Colorado State Medical Society and the Uni- 
versity of Colorado School of Medicine, Denver. The course 
will orient physicians to principles involved in the practice of 
industrial medicine. The program consists of didactic lectures 
and demonstrations to be conducted by members of the faculty 
and practicing physicians. Admission to this course is open to 
all physicians who are members of their constituent medical 
societies. Tuition will not be charged, but a registration fee 
of $10 is required of all applicants accepted. Inquiries should 
be directed to Frank Princi, M.D., director of the Division of 
Industrial Medicine, University of Colorado Medical Center, 


Denver. 
ILLINOIS 


Mental Health Week in Illinois.—State plans for Mental 
Health Week in Illinois April 24-30, part of a nationwide 
observance sponsored by the U. S. Junior Chamber of Com- 
merce, are being made by the Mental Health Advisory Com- 
mittce of the Illinois Department of Public Health. Included in 
the committee are representatives of the Illinois State Medical 
Society, Illinois Society for Mental Hygiene, Illinois Depart- 
ment of Public Welfare, the U. S. Public Health Service, Illinois 
Psychiatric Society and the Cook County Department of Public 
Health. Dr. Rudolph G. Novick, Chicago, is chairman of 
Mental Health Week in Illinois. 


Chicago 

Set Dates for Postgraduate Courses.—The Chicago Medi- 
cal Society will present two postgraduate courses during the 
year at Thorne Hall, Northwestern University Medical School 
campus: Cardiorenal and Peripheral Vascular Diseases, October 
22, Obstetrics, Endocrine-Gynecology and Sterility, Octo- 

r 24-29, 

Award Capps Prize.—The Institute of Medicine of Chicago 
announces that the annual Joseph A. Capps prize of $400 for 
medical research, founded by Dr. and Mrs. Edwin R. LeCount, 
has been awarded for 1948 to Dr. Hushang Javid, University 
of Illinois College of Medicine, 1946, for his study on a new 
technic for permanent pancreatic fistula. 


Appointments at Loyola University.—Stritch School of 
Medicine of Loyola University has appointed Dr. George J. 
Rukstinat, attending pathologist at Cook County, Loretto and 
Holy Cross hospitals, as clinical professor of pathology, and 
Dr. Louis F. Plzak, chairman of the department of surgery at 
Loretto Hospital, as clinical assistant professor of surgery. Dr. 
Fred R. Zeiss of the Little Company of Mary Hospital was 
appointed clinical associate in the department of bone and joint 
surgery and Hugh J. McDonald, Sc.D., professor of physical 
chemistry and chairman of the department of biochemistry. 
Dr.. McDonald has been professor of chemistry at the Illinois 
Institute of Technology. 

Navajo Crippled Children Treated in Chicago. — Six 
Navajo crippled children from Arizona and New Mexico in 
need of specialized medical care and hospitalization will be 
treated this year at the Home for Destitute Crippled Children, 
which is affiliated with the University of Chicago Clinics. A 
mercy project undertaken by the home to alleviate the suffering 
of those with the most difficult and complicated cases among 
the more than 500 crippled Navajo children, the service is an 
extension of the home's current year’s program for 24 Alaskan 
crippled children. Last April the Home for Destitute Crippled 
Children made provisions for 2 Alaskan children from the 
Division of Crippled Children of Alaska to be sent to Chicago 
each month for surgical ‘and medical attention. Fourteen 
Alaskan children have been sent to date, and 6 have been 
returned to their homes. The Home for Destitute Crippled 
Children’s project will help to meet the emergency situation of 
the Navajo crippled children, according to M. M. Stewart, 
general superintendent of the Navajo service of the Office of 
Indian Affairs of the Department of Interior. Some crippled 


Indian children living in Arizona have been cared for through 
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the Indian Service hospital at Phoenix, but the state does not 
provide care for Navajos under the crippled children’s division 
of the social security program. Services available include those 
of orthopedic surgeons, other physicians and dentists, provided 
entirely by the University of Chicago, free of charge, a graduate 
nursing service, a social service department, occupational thera- 
pists, a bedside teaching service provided by the Board of 
Education, and complete operating room, roentgenologic and 
laboratory services obtained from their respective departments 
in the university clinics. 
IOWA 


Cerebral Palsy Clinics.—The Iowa Society for Crippled 
Children and Disabled will conduct consultant clinics at the 
Cerebral Palsy Demonstration School in Des Moines for any 
patient afflicted with this condition. The clinic will be private 
in character; patients will not be seen except with a physician’s 
referral, and the child’s own physician will be requested to 
attend the clinic. A follow-up report will be made on the 
diagnosis of each patient. Parent counseling for a home training 
program will be outlined in the treatment of each child. Fees 
will be charged on a sliding scale in accordance with the 
family’s ability to pay. Physicians with patients suffering from 
cerebral palsy may secure from the Iowa Society for Crippled 
Children and Adults, 2917 Grant Avenue, Des Moines 12, infor- 
mation regarding clinical services now available. 


KANSAS 


Dr. Schafer to Head Department of Surgery.—Dr. Paul 
W. Schafer, associate professor of surgery since last July and 
member of the faculty, University of Kansas School of Medicine, 
Kansas City, has been appointed chairman of the department 
of surgery effective July 1, succeeding Dr. Thomas G. Orr, 
head of surgery since 1924. Dr. Orr will remain professor of 
surgery but will be relieved of administrative duties. Dr. 
Schafer, a graduate of Ohio State University College of Medi- 
cine, Columbus, 1939, came to the University of Kansas School 
of Medicine in 1946 from the University of Chicago Clinics, 
where he had been an instructor in surgery. 


KENTUCKY 


First Mobile Medical Clinic.—The Jefferson County Fiscal 
Court has presented to the Louisville-Jefferson County Board 
of Health the first mobile medical clinic in Kentucky, a 30 foot 
trailer fully equipped as a doctor's office. Its services include 
examinations, immunizations, child health work and other pre- 
ventive measures which are being maintained for the residents 
of outlying areas of the county where regular scheduled routes 
will be followed. A physician, a registered nurse and a driver 
compose the trailer staff. During its first month of operation, 
the “doctormobile” brought medical service to 400 persons. 


Personals.—The new state public welfare commissioner, Dr. 
Addie M. Lyon, Frankfort, who was formerly head of Central 
State Hospital at Lakeland, was honored at a dinner meeting 
of the Committee on Institutions of the Louisville Council of 
Churches held in Louisville February 8. The subject of Dr. 
Lyon’s talk was “Contributions of Laymen to Hospital Work.” 
——Dr. Bruce Underwood, state health commissioner, Dr. 
Emmet F. Horine, Louisville heart specialist, and Dr. Charles 
A. Vance, Lexington, president, Kentucky State Medical Asso- 
ciation, have accepted membership on a Subcommittee on Health, 
along with twelve other subcommittees, under the Committee for 
Kentucky, the purpose of which is to formulate plans for the 


future of the state. 
MARYLAND 


Premedical Course in Biophysics.—To meet the need for 
trained persons in the field of biophysics, Washington College 
at Chestertown is offering a course designed primarily for pre- 
medical and medical technology students. The course deals with 
medical physics in clinical and pathologic physiology and with 
biotechnology in engineering design. 

Record Low Mortality Rates in 1948.—According to the 
Bureau of Vital Statistics, a record low mortality rate was 
established in 1948 for influenza, pneumonia, infancy and tuber- 
culosis. Over a ten year period influenza and pneumonia dropped 
from a death rate of 82.7 per 100,000 to 34.4, a 58.4 per cent 
decrease. Infancy rates dropped from 55.3 per 1,000 live births 
to 29.4 representing a 46.8 per cent decrease, and tuberculosis 
declined from 74.7 per 100,000 to 45.3, a 39.3 per cent decrease. 
Maternal deaths maintained the all-time low record of 1947, 
0.9 per 1,000 live births. It declined from 1938, when the 
maternal death rate was 3.5, undoubtedly because of the 
intensive work of the committee on maternal and child welfare 
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of the Medical and Chirurgical Faculty of Maryland. In 
cooperation with the Bureau of Child Hygiene, the committee 
has investigated every maternal death since 1925 and has 
cooperated closely with physicians in the prevention of maternal 


mortality. 
MASSACHUSETTS 


Cutter Lecture on Preventive Medicine.—Dr. James C. 
Spence, professor of child health, University of Durham, Eng- 
land, will deliver the Cutter Lecture on Preventive Medicine 
May 11, 5 p. m., at the Harvard Medical School, Boston, on 
“Preventive Medicine: The Role of Parents in Child Health.” 
The lectures have been held since 1912. The medical profession, 
medical and public health students and others interested are 
cordially invited to attend. 

University Appointment.—Dr. Oliver Cope, visiting sur- 
geon at the Massachusetts General Hospital, has been appointed 
associate professor of surgery at the Harvard Medical School, 
Boston. Dr. Cope is a graduate of Harvard, 1928, and has 
since then been associated with the teaching of surgery there. 
He is director of a contract research with the Office of Naval 
Research, U. S. Navy. Dr. Cope has served as consultant to 
the U. S. Army in Germany and in 1948 was lecturer at the 
Swiss-American Center for Medical Exchange and Information. 


MICHIGAN 


Scarlet Fever Rises Sharply.—Scarlet fever is spreading 
throughout the state at the rate of 450 cases a week or about 
three times the usual rate, according to Dr. Frederick S. Leeder, 
Lansing, director of the Division of Disease Control, Records 
and Statistics of the Michigan Department of Health. 

Reorganize State Health Department.—The Michigan 
Department of Health has been reorganized from thirteen 
bureaus and three groups into a cabinet type of organization 
with six divisions and one administrative group. The Bureaus 
of Venereal Disease and Tuberculosis Control have been com- 
bined into one division and the Bureaus of Disease Control and 
Records and Statistics into another. The Bureaus of Labora- 
tories, Industrial Health and Engineering all became separate 
divisions. A Division of Local Health Services has been formed 
by combining the former Bureaus of Local Health Services, 
Public Health Dentistry, Maternal and Child Health and Public 
Health Nursing. This combination was expected to make more 
efficient use of state health services through the correlation of 
those bureaus which primarily work with local health depart- 
ments and also to draw the local health departments into a more 
closely knit over-all plan of health protection. The six division 
directors report directly to the commissioner. 

The administrative group, responsible directly to the commis- 
sioner through an administrative assistant, is made up of the 
former Bureaus of Finance and Education, along with Per- 
sonnel, Law Enforcement and Communications groups. Dr. 
Heustis, state health commissioner, said he expects the new 
organization to coordinate the work of the department better 
and make it possible to provide more and faster service. Pro- 
vision for an administrative assistant, rather than a deputy, 
makes it possible to substitute a person not medically trained to 
relieve the commissioner of routine administrative matters. It 
also makes possible direct contact of the commissioner and 
division directors without any buffer. Regular staff conferences 
will include not only the division directors but also the section 


chiefs. 
MINNESOTA 


Special Lectures.—Dr. Elexious T. Bell, head of the depart- 
ment of pathology at the University of Minnesota Medical 
School, Minneapolis, delivered the annual Clarence M. Jackson 
Lecture, sponsored by the Phi Beta Pi Fraternity, March 2 on 
“Pathology of Diabetes.” On March 3 the George Chase 
Christian Cancer Lecture was given by Dr. Ira T. Nathanson, 
Boston, on “Hormonal Alteration of Advanced Carcinoma of 
the Breast.” 

State Association Sponsors Medical Press Conference. 
—The Minnesota State Medical Association sponsored a state- 
wide medical press conference at Minneapolis April 8 to acquaint 
newspaper editors of the state with the medical profession's 
views against compulsory sickness insurance. A panel of ten 
including physicians and laymen answered questions from news- 
papermen. Speakers at the dinner in the evening were Irving 
Pflaum, foreign editor of the Chicago Sun-Times, and John L. 
Bach, director of press relations of the American Medical Asso- 
ciation, Chicago. The expected attendance was 600. All Min- 
nesota editors were invited to attend, and a doctor from each 
community was invited to bring a guest editor to the conference. 


MISSOURI 


Final Health Forum.—The Greene County Health Forum 
will present Dr. Robert Mueller, St. Louis, past president of 
the Missouri State Medical Association, as guest speaker at 
the final meeting of the forum April 21 at Clara Thompson Hall, 
Springfield. His paper, dealing with recent advances in medi- 
cine, will be “You Should Live Longer!” 


NEW YORK 


Dr. Graham to Receive Roswell Park Medal.—The Buf- 
falo Surgical Society has awarded the Roswell Park Medal to 
Dr. Evarts A. Graham, professor of surgery at Washington 
University School of Medicine, St. Louis, for outstanding 
surgical achievement. Dr. Graham will give the Roswell Park 
Lecture May 5 at the Kleinhans Music Hall, Buffalo, at 9 p. m. 

Postgraduate Courses in Disease of Heart and Vascular 
System.—The University of Buffalo School of Medicine in con- 
junction with the New York State Department of Health and 
with the approval of the Western New York Chapter of the 
American Heart Association will present courses in Diseases 
ot the Heart and Vascular System April 18-23 and April 25-30 
in Buffalo. Identical courses will be given during each period. 
Registration will be limited to two physicians from the city of 
Buffalo and two from each of the following counties: Erie, 
Niagara, Genesee, Chautauqua, Cattaraugus and Wyoming. The 
fee of $50 ard a fellowship allowance of $10 a day to each 
physician will be paid by the state department of health. The 
registration fee of $10 must accompany application to the school 
of medicine and will be returned on acceptance. 

Cornell Medical Alumni Honor Dr. McCann.—Dr. \Vil- 
liam S. McCann, professor of medicine at the University of 
Rochester School of Medicine and Dentistry and physician in 
chief at Strong Memorial-Rochester Municipal Hospitals, 
received the first annual Award of Distinction given by the 
Cornell University Medical College Alumni “in recognition of 
his notable achievements in medical science and education, and 
for his dynamic influence in the art and practice of medicine.” 
Dr. McCann is a member of the class of 1915. He has filled 
various hospital and teaching appointments, including Cornell 
and Johns Hopkins. He also held the Arthur Tracy Cabot 
Fellowship in surgery at Harvard and a research fellowship 
trom the Russell Sage Institute of Pathology. In 1924 he was 
appointed to the Charles A. Dewey Professorship of Medicine 
at the University of Rochester and to the hospital positions he 
now holds. The award ceremony was a part of the Alumni 
Day program at the New York Hospital—Cornell Medical Center 


March 24. 
New York City 


Columbia Raises Fees.—The Columbia University College 
ot Physicians and Surgeons and the School of Oral and Dental 
Surgery will raise their tuition fees this fall from $600 to $750 
a year. The increase is said to be due to heavy costs in 
medical education. 

Jones Lecture.—Dr. C. Howard Hatcher, Chicago, will 
deliver the annual Sir Robert Jones Lecture May 12 at 8: 
p. m. at the Hospital for Joint Diseases on “Results of Treat- 
ment of Bone Sarcoma.” The lecture will be part of a three 
day orthopedic alumni conference of the hospital May 12-14. 
The Sir Robert Jones Lectureship was established by the hos- 
pital in 1930 in honor of the surgeon who is considered by many 
to be the father of modern orthopedic surgery. 

Seminar on Otolaryngology and Ophthalmology.—The 
New York Polyclinic Medical School and Hospital will hold a 
seminar on otolaryngology and ophthalmology April 25-29. A 
review of recent advances in the diagnosis and treatment of the 
more common disorders in the fields of the two specialties will 
be given through lectures, motion pictures and demonstrations. 
Members of the staff and visiting speakers will participate. 
Out of town guest speakers will be Drs. Norton Canfield, New 
Haven, Conn., James E. Landis, Reading, Pa., and Romeo A. 
Luongo, Philadelphia. 


Residency in Neoplastic Diseases of Childhood.—Memo- 
rial Hospital, New York, has established a residency in pedi- 
atrics. The period of service is for a minimum of six months, 
and its purpose is to train the pediatrician in the diagnosis and 
management of neoplastic diseases in childhood. The resident 
will also participate in the research program in progress at the 
Sloan-Kettering Institute. Three months’ credit toward pediatric 
residency training requirements has been approved by the Ameri- 
can Board of Pediatrics. For particulars applicants may com- 
municate with the director, Pediatric Service, Memorial Hospital, 
444 East 68th Street, New York 21.- 
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NORTH CAROLINA 


Cancer Clinic at Durham Hospital.—The Durham Cancer 
Detection Center, fourth of its kind in the state, was opened at 
Watts Hospital January 20. The center was established through 
the cooperation of the State Health Board and the North Caro- 
lina chapter of the American Cancer Society. 

All Counties to Have Health Departments.—As of July 1 
this year, every county in North Carolina will have an organized 
public health department, according to Dr. John W. R. Norton, 
Raleigh, state health officer. On January 1 ninety-six counties 
had full time public health departments, and the remaining four 
counties have since that time set up or made provisions for 
establishing full time departments. 

Appointments to Bowman Gray School of Medicine.— 
Dr. Parker R. Beamer, Washington University Medical School, 
St. Louis, has been appointed professor of microbiology and 
immunology and associate professor of pathology at the Bowman 
Gray School of Medicine of Wake Forest College, Winston- 
Salem, effective July 1. Dr. Richard L. Masland has been 
promoted to associate professor of neuropsychiatry in charge of 
neurology, and J. Maxwell Little, Ph.D., to the position of 
professor of pharmacology and associate professor of physi- 
ology. Dr. Katherine H. Anderson is now assistant professor 
of clinical pediatrics and Dr. Elizabeth Conrad is instructor in 


clinical pediatrics. 
OHIO 


Training Course in Cardiovascular Research.—A twelve 
month training course in the disciplines of cariovascular research 
for a limited number of qualified persons will be offered at 
Western Reserve University School of Medicine, Cleveland, with 
the support both of the American Heart Association and the 
National Heart Institute, U. S. Public Health Service. If the 
enrolment warrants, the course will begin July 1; otherwise 
September 1. Graduates and undergraduates in medicine or 
related sciences who are highly recommended and acceptable to 
the director, Dr. Carl J. Wiggers, and candidates able to sup- 
port themselves or on fellowship grants from foundations or 
institutes are eligible. There are no tuition fees. The Division 
of Research and Fellowships of the National Institutes of Health 
is prepared to offer research fellowships for this training to 
acceptable candidates who require financial support. Enrolment 
will be limited to ten. For details address Dr. C. J. Wiggers, 
director of the department of physiology, Western Reserve 
University School of Medicine, Cleveland. 


PENNSYLVANIA 


Public Lectures on Cancer.—The University of Scranton 
in cooperation with the Lackawanna County Unit of the Ameri- 
can Cancer Society is presenting a series of free public lectures 
on cancer. Each week, it is reported, several hundred Scranton 
residents attend the evening lectures by medical and educational 
authorities. The program has become so popular that two local 
radio stations rebroadcast the lectures. 

Appointed Director of Rheumatic Heart Division.—Dr. 
Mary L. Richardson, Philadelphia, has been appointed chief of 
the Rheumatic Heart Division, Pennsylvania Department of 
Health. Dr. Richardson, a graduate of the University of Colo- 
rado School of Medicine, Denver, has been on the staff of St. 
Christopher's Hospital for Children in Philadelphia and has been 
chief resident and coordinator of medical services. During the 
past three years the state has established thirteen heart clinics 
where patients with a history of rheumatic fever or rheumatic 
heart disease may register for treatment. 


Philadelphia 

Annual Health Institute.—The Woman's Auxiliary to the 
Philadelphia County Medical Society will hold its nineteenth 
annual health institute April 12 in the auditorium of the medi- 
cal society building in Philadelphia. Lectures will be given on 
“The Family and Public Health,” “The Fife-Hamill Memorial 
Health Center,” “Experiences with the Rooming-in Project of 
Baby with Mother” and two motion pictures, one on human 
growth and another on human reproduction. A panel discus- 
sion on the problem child. will be conducted in the afternoon. 
_Comroe Memorial Lecture.—Dr. Ephraim Shorr of Cornell 
University Medical College, New York, gave the annual Bernard 
Comroe Memorial Lecture on “The Role of the Liver and 
Kidney in Circulatory Homeostasis” on April 8 at the Hospital 
of the University of Pennsylvania, Philadelphia. This is the 
annual lecture sponsored by the Kappi Pi Chapter of the Phi 
Delta Epsilon Fraternity at the university. 
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TEXAS 
Texas Health Council.—Plans for organization of the 


‘ Texas Health Council, a statewide association of the medical 


profession, allied groups and lay organizations, were completed 
by representatives of various groups meeting in Dallas March 
13. The Texas Health Council plan was proposed by the board 
of trustees and subsequently approved by the executive council 
of the state medical association, and at that time Dr. George A. 
Schenewerk of Dallas, chairman of the committee on public 
relations, was designated to prepare a prospectus and initiate 
preliminary arrangements with the other groups for the ergani- 
zation. Representatives of the several participating groups will 
constitute a planning committee until the organization is com- 
pleted. Groups invited to participate in the organization of the 
council are: doctors of medicine and dentists together with the 
auxiliaries of these groups, nurses, pharmacists ; hospitals, medi- 
cal service, insurance, utility, transportation, education and rural 
organizations ; the newspapers and radio, and the clergy. 


UTAH 


Ogden Surgical Society Meeting.—The annual meeting of 
the Ogden Surgical Society will be held May 25-27 with head- 
quarters at Hotel Ben Lomond, Ogden. Scientific sessions will 
be held in the Orpheum Theater. The society has invited all 
doctors of the intermountain region to attend without registra- 
tion fee the three day scientific discussions. The following 
speakers will address the sessions: Drs. E. W. Alton Ochsner, 
New Orleans; Roger Anderson, Seattle; Charles W. Mayo and 
James T. Priestley, Rochester, Minn.; Willis J. Potts, Andrew 
C. Ivy and Paul W. Greeley, Chicago; Donald G. Tollefson, Los 
Angeles; Howard C. Naffziger, San Francisco; Alfred E. 
Maumenee Jr., San Francisco; Howard B. Sprague, Boston, 
and Lyon H. Appleby, Vancouver, B. C. 


WASHINGTON 


Spokane Surgical Society Meeting.—The annual meeting 
of the Spokane Surgical Society will be held at the Davenport 
Hotel April 9. The guest speaker at the banquet at 7 p. m. will 
be Dr. James T. Priestley, Rochester, Minn., who will speak 
on “Some Problems in Surgery of the Stomach and Duodenum.” 


WISCONSIN 


Marquette’s Spring Clinic—Marquette University School 
of Medicine Alumni will hold a spring clinic at the Veterans 
Administration Hospital Auditorium May 13-14. Dr. Edward 
R. Krumbiegel, Milwaukee, commissioner of health of Milwau- 
kee, will receive the annual alumni award. 

Honorary Medical Fraternity Membership Awarded to 
Marquette.—Alpha Omega Alpha, national honorary medical 
society, awarded a chapter membership to the Marquette Uni- 
versity School of Medicine, Milwaukee, at installation ceremonies 
April 4 in the medical school auditorium. Dr. John S. Hirsch- 
boeck, dean of the medical school, received the chapter charter 
from Dr. Walter L. Bierring, Des Moines, Iowa, national presi- 
dent. Thirteen Marquette students were received into the society. 

Personal.—Conrad A. Elvehjem, Sc.D., dean of the graduate 
school of the University of Wisconsin Medical School, Madison, 
and chairman of the biochemistry department, has received a 
grant of $4,000 for research in nutrition from the Robert Gould 
Research Foundation, Cincinnati. Dr. Elvehjem was a recipient 
in 1943 of the Willard Gibbs Medal of the American Chemical 


Society. 
ALASKA 


Roentgen Examinations for All Hospital Patients.—The 
Alaska Tuberculosis Association has made arrangements to give 
roentgen examinations to all patients entering the Bishop Rowe 
General Hospital in Wrangell. The three month demonstration 
program is being carried out under the supervision of Dr. 
Duncan Chalmers of the Alaska Health Department. 


PUERTO RICO 


Birth Rate in Puerto Rico.—The Puerto Rican birth rate 
rose to 43.3 to each 1,000 for 1947. The net population increase 
for the year, according to official figures, was 63,000, representing 
87,000 births against 24,000 deaths. The average family on the 
island numbers 5.3 as compared with 3.7 in continental United 
States. Population density is close to 635 for each square mile, 
almost as high as Rhode Island, for a territory smaller than 
Connecticut. Over a period of seven years infant mortality 
decreased from 113 to 71 for each 100,000. Stillbirths have been 
sharpiy reduced. 
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Change Harvey Lecture Date.—In order to avoid a con- 
flict with the meeting of the Federation of American Societies 
for Experimental Biology, the date of the seventh Harvey Lec- 
ture, to be given by David Rittenberg, Ph.D., New York, has 
been changed to April 28. 

U. S. Pharmacopoeial Convention.—The decennial meeting 
of the U. S. Pharmacopoeial Convention has been set for May 
9, 1950 at the Hotel Statler, Washington, D. C. A preliminary 
conference, similar to the one held in 1940, will probably be 
held the preceding day. Credential forms for delegates will 
not be distributed until about Dec. 1, 1949, to be returned by 
March 1, 1950. For information address Adley B. Nichols, 
Secretary, 4738 Kingsessing Avenue, Philadelphia 43. 

Dr. Huenekens Appointed Medical Director of Kenny 
Foundation.—Dr. Edgar J. Huenekens, chief of staff at Sister 
Elizabeth Kenny Institute and clinical professor of pediatrics 
at University of Minnesota Medical School, Minneapolis, has 
been appointed national medical director of the Kenny Founda- 
tion. In his new position with the foundation Dr. Huenekens 
will be in contact with medical leaders throughout the country 
with the aim of creating broader understanding of the Kenny 
concept and treatment of poliomyelitis. 

Jessie Horton Koessler Fellowship.—The Institute of 
Medicine of Chicago announces that its Jessie Horton Koes- 
sler Fellowship for the aid of research in biochemistry, 
physiology, bacteriology or pathology will be available on 
September 1. The stipend is $500 a year with the possibility 
of renewal for one or two years. Applications will be received 
up to July 1, and should be sent in quadruplicate to Dr. Paul 
R. Cannon, chairman of the Committee on the Jessie Horton 
Koessler Fund, 950 East 59th Street, Chicago 37. Since there 
are no formal blanks, application should be made by letter. 

Western Association Meeting on Industrial Medicine.— 
The Western Association of Industrial Physicians and Surgeons 
will hold its annual meeting at the Biltmore Hotel, Los Angeles, 
May 7. The morning will be devoted to a panel discussion of 
the state compensation laws. Afternoon speakers include: 

ae S. Elmquist, Los Angeles, Use of Wire in Inguinal Hernior- 

rinapny. 

lan ¢. “MacDonald, Los Angeles, Occupation and Trauma in Relation 

John E. Kirkpatrick, San Francisco, Injury vs. Gout. 

Walter Z. Baro, Los Angeles, Industrial Head and Back Injuries as 

Seen from a Neurological and Psychiatric Viewpoint. 

Broncho-Esophagological Association Meeting. — The 
annual meeting of the American Broncho-Esophagological Asso- 
ciation will be held at the Drake Hotel, Chicago, April 18-19 
under the presidency of Dr. Paul Holinger, Chicago. Those 
delivering papers by invitation include : 

Edwin R. Levine, Chicago, Physiological Bronchial Changes Influencing 

Pulmonary Function. 

E. W. Alton Ochsner, New Orleans, Surgery of the Esophagus. 

Howard W. McCart, Toronto, Canada, Adenoma of the Trachea. 

The banquet will be held in conjunction with the American 
Laryngological, Rhinological and Otological Society April 18 at 
6:30 p.m. The speaker will be Dr. Warren H. Cole, Chicago. 

Dr. Bayne-Jones Receives Bruce Memorial Medal.—<At 
the convocation of the American College of Physicians March 
30, Dr. Stanhope Bayne-Jones, president of the Joint Admin- 
istration Board of the New York Hospital—Cornell Medical Cen- 
ter, received the James D. Bruce Memorial Medal. He was cited 
for his inspirational teaching at the Johns Hopkins University, 
the University of Rochester and Yale University, where he 
played an important part in shaping the careers of many young 
physicians. He was also cited for his contribution during the 
war as brigadier general in the medical corps of the Army and 
as deputy chief of preventive medicine in the Office of the 
Surgeon General. 

Research in Spinal Cord Disease.—The National Para- 
plegia Foundation, sponsored by the Paralyzed Veterans of 
America, has established a limited number of fellowships for 
research in spinal cord disease and trauma and in the complica- 
tions commonly associated ‘with such disease or injury. These 
fellowships carry a minimum stipend of $3,000 per year and 
may be awarded to any candidate who has demonstrated a 
capacity for medical research and has outlined a program of 
meritorious study. The fellowships will be awarded by the 
Medical Advisory Committee and are open for award for the 
academic year 1949-1950. Application forms, obtained from 
the Chairman, Medical Advisory Committee, 1040-1232 West 
Michigan Street, Indianapolis 7, should be submitted to him 
not later than June 1. 


American Cancer Society announces the availability of Damon 
Runyon Clinical Research Fellowships, limited to men and 
women holding the M.D. degree. These fellowships are made 
possible through a grant from the Damon Runyon Memorial 
Fund for Cancer Research to the American Cancer Society, 
which administers the fellowships on recommendation of the 
Committee on Growth of the National Research Council. In 
most cases fellowships will provide a period of training in a 
hospital under the guidance of a qualified clinical investigator, 
However, they may be awarded to provide training in a basic 
science provided that such training is directed toward preparing 
the fellow for clinical cancer research. Applications may be 
submitted at any time. Initial awards will be made in time to 
permit the fellowships to begin July 1, 1949. Communications 
should be addressed to the Executive Secretary, Committee on 
Growth, National Research Council, 2101 Constitution Avenue, 
Washington 25, D. C. 

International Cooperation in Cancer Research.—Tran- 
sactions of the Fourth International Cancer Research Congress 
are in process of publication in five parts. The first part 
appeared in 1948 as no. 1, volume 6 of ACTA; Union Inter- 
nationale Contre le Cancer, under the editorship of Dr. 
Joseph H. Maisin. It amounts to 267 pages of papers in 
English, French, German, Italian, Russian and Spanish. It 
is expected that the remaining ones will appear in rapid suc- 
cession. The price for the complete Transactions is $25, 
that is, $5 for each of the five parts. Subscriptions should be 
sent as postal money orders to Dr. Joseph H. Maisin, 61 Voer 
des Capucins, Louvain, Belgium. Reprints of the papers pub- 
lished in the Transactions can be obtained from Dr. Maisin. 
It is suggested that those desiring reprints communicate 
directly with him. 

The first annual meeting of the International Cancer 
Research Commission, established at the congress, will prob- 
ably be held in Paris July 15-22. Further information can 
be obtained from the chairman, Dr. Ignacio Millan, Avenida 
Veracruz 69, México, D. F. Since its formation the com- 
mission, then consisting of one representative from each of 
forty nations, has been joined by Finland, Iceland, Israel and 
New Zealand. Negotiations are under way for Dr. Riojun 
Kinoshita to be appointed an “observer” for Japan.  Invita- 
tions to the first annual meeting have been approved by the 
Mexican Government and will soon be dispatched by it 
through diplomatic channels to the member nations and to 
all others. 

Deaths in Foreign Countries 

Dr. John T. Conner, London correspondent of Tue Journat. 
or THE AMERICAN Mepicat Assocration, died recently. He 
was more than fifty years ago a contributor to the Medical 
Review and was the editor in Great Britain of The Hospital and 
The Clinical Journal. For many years Dr. Conner was a regu- 
lar contributor to the editorial columns of The Lancet. In his 
preparation for medicine he was for a while closely associated 
with Sir Jonathan Hutchinson. Dr. Conner had retired and 
at the time of his death was living with his son Ian, Vicar of 
All Hallows, Greenford. 


Marriages 


Epwix Hastincs Mutrorp II, Little Falls, N. Y., to Miss 
Esther Davis Smith in Bridgeport, Conn., February 12. 

Rosert Harris McCarter, Boston, to Miss Dorothy Mar- 
garet Douglas of Wellesley Hills, Mass., February 19. 

Ourver H. Timmins Jr., San Antonio, Texas, to Miss 
Joan James in Berkeley, Calif.. February 15. 

Lutner Motrer Mace, Beaufort, S. C., to Miss Doris 
Belle Harris in Norfolk, Va., February 12. 

Epwin Pact Stastns, Watertown, N. Y., to Miss Maxine 
Deutsch in Richmond, Va., February 19. p 

NatHan Situ Davis Jr., Winnetka, Ill, to Miss Naomt 
Nichols of Kenosha, Wis., February 12. 

Keenn W. Berry Jr., New Orleans, to Miss Murray 
Brown of Birmingham, Ala., March 1. 

Rosert R. Rector, Roanoke, Va., to Miss Evelyn Feagans, 
of Agricola, in McDowell, February 19. 

Joun Stone Hootey, Rockville Centre, L. L, to Miss Betty 
Grunwald of Brooklyn, February 26. 

Etmer Curnton Texter Jr., Detroit, to Miss Jane Starke 
Curtis of Richmond, Va., February 19. 
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Max Minor Peet ® professor of surgery at the Univer- 
sity of Michigan Medical School, Ann Arbor, died March 
25, aged 63, of heart attack. Dr. Peet was born in losco, 
Mich., Oct. 20, 1885. He received his degree in medicine 
from the University of Michigan Department of Medicine 
and Surgery in 1910, when he became an intern at the Rhode 
Island Hospital in Providence, serving until 1912. He was 
a Robert Robinson Porter fellow in research medicine at the 
University of Pennsylvania School of Medicine in Philadel- 
phia in 1912 and 1913 and an assistant instructor in surgery 
from 1913 to 1915. From 1914 to 1916 he was an assistant 
chief surgeon at the Philadelphia General Hospital. In 1916 
he joined the faculty of the University of Michigan, was pro- 
moted in 1918 to assistant professor, in 1927 to associate 
professor of neurosurgery and in 1930 to professor of _sur- 
gery. Since 1918 he had been chief of the neurosurgical division 
at the University Hospital. 

Dr. Peet was a member of the advisory committee to the 
Committee on Scientific Exhibit of the American Medical 
Association. He served as vice chairman of the American 
Board of Neurological Surgery and was a member of the 
founders group of the American Board of Surgery. In the 
National Foundation for Infantile Paralysis he was a mem- 
ber of the general advisory committee, vice chairman of the 
committee on education and publications and at one time 
member of the committee on virus research. Maintaining a 
deep interest in the Warm Springs Foundation, Dr. Peet 
became a director of the organization and in 1937 was cited 
by letter from the late President Roosevelt for his contri- 
bution to infantile paralysis research. He was a fellow of 
the American College of Surgeons and a member of the 
American Surgical Association, Society of Neurological Sur- 
geons, Harvey Cushing Society and the American Neuro- 
logical Association, an honorary member of the Sociedad 
Argentina de Cirujanos, Los Angeles Surgical Society and 
the Detroit Academy of Surgery. In 1931 at Berne and in 
1935 in London he was a member of the International Neuro- 
logical congresses and in 1938 of the International Surgical 
Congress in Brussels. 

Dr. Peet was best known for original work on splanchnic 
section for arterial hypertension, was a contributor of num- 
erous articles on neurosurgical problems to medical journals 
and chapters on neurosurgery in various surgical works. 
He was awarded the honorary degree of master of educa- 
tion by the state normal college in Ypsilanti in 1934. For 
many years ornithology was his hobby, and he possessed a 
fine collection. A genial scientist and humanitarian, he 
devoted his life to the principles of the medical profession. 


Alexander Taylor Cooper ® Colonel, U. S. Army, 
retired, San Juan, P. R.; born in Yutan, Neb., April 8, 1883; 
Medico-Chirurgical College of Philadelphia, 1907; entered 
the medical corps of the U. S. Army as a first lieutenant in 
June 1910; training followed in the Army Medical School 
and in the Medical Field Service School at Carlisle, Pa.; 
formerly medical chief of the Rodriguez General Hospital ; 
promoted through the various grades to that of colonel in 
1936; retired from active duty in 1940, when he joined the 
staff of the School of Tropical Medicine of the University 
of Puerto Rico, where he served as liaison officer between 
this institution and the U. S. Army in Puerto Rico during 
World War II; on the staffs of the University and Presby- 
terian hospitals; specialist certified by the American Board 
of Internal Medicine; fellow of the American College of Physi- 
cians; member of the American Academy of Tuberculosis 
Physicians, Association of Military Surgeons of the United 
States and the Association of Medical Veterans of World 
War I; died January 2, aged 65, of a ruptured aortic aneurysm. 


James Francis McKernon, New York; born in West 
Cambridge, N. Y., March 13, 1865; College of Physicians and 
Surgeons, medical department of Columbia College, New York, 
189); emeritus professor of otology at the New York Post 
Graduate Medical School and Hospital, where he was elected 
president of the board of directors in 1911, resigned in 1917, and 
was reelected in 1919; served as president until his retirement in 
1928, when he received the title of honorary president; served 
in France during World War I; specialist certified by the 
American Board of Otolaryngology; past president of the 
Medical Society of the County of New York and American 
Laryngological, Rhinological and Otological Society; past 
President and secretary of the American Otological Society ; 
member of the American Medical Association; fellow of the 
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American College of Surgeons; affiliated with the Manhat- 
tan Eye, Ear and Throat Hospital; died January 22, aged 83, 
of diabetes mellitus. 

Robert Osgood Brown ®@ Santa Fe, N. M.; born in 
Chicago in 1890; Rush Medical College, Chicago, 1914; served 
as chairman of the public welfare department of the state of New 
Mexico, as president of the Santa Fe County Medical Associa- 
tion, New Mexico Medical Society, Santa Fe County Tubercu- 
losis Association, New Mexico Social Hygiene Association and 
the New Mexico Tuberculosis Association; member of the 
American College of Chest Physicians and the American 
Trudeau Society; fellow of the American College of Physi- 
cians; in 1946 was among eleven distinguished alumni of 
the University of Chicago who were awarded citations of 
merit at the annual alumni assembly in June; the citations, 
established during the university’s fiftieth anniversary cele- 
bration in 1941, are given in recognition of public service to 
the community, the nation and humanity; affiliated with St. 
Vincent Hospital; died February 1, aged 58, of coronary 
thrombosis. 

Hunter Holmes McGuire ® Winchester, Va.; born in 
Winchester, March 30, 1875; University College of Medicine, 
Richmond, 1897; specialist certified by the American Board 
ot Ophthalmology; served as a member of the board of 
visitors of the Medical College of Virginia; member of the 
American Academy of Ophthalmology and Otolaryngology ; 
and the Association for Research in Ophthalmology; past 
president of the American Ophthalmological Society and the 
Medical Society of Virginia; founder and first president of 
the Virginia Society of Ophthalmology and Otolaryngology ; 
fellow of the American College of Surgeons; awarded the 
Distinguished Service Medal for service during World War I; 
president of the board of directors, chairman of the executive 
committee and on the staff of Winchester Memorial Hospital, 
of which he was a founder; died January 21, aged 73. 


Harry George Steele, Bluefield, W. Va.; born in Steward- 
son, Furnace, Pa., Jan. 15, 1877; College of Physicians and 
Surgeons, Baltimore, 1903; member of the American Medical 
Association; past president and secretary of the McDowell 
County Medical Society; served as president, as secretary 
and treasurer of the Mercer County Medical Society; form- 
erly councilor of the Fifth District of the West Virginia 
State Medical Association, of which he had been vice presi- 
dent; in 1944 first vice president of the American Congress 
of Obstetrics and Gynecology; secretary-treasurer of the West 
Virginia Society of Obstetrics and Gynecology and a past 
president; died in Sarasota, Fla., January 29, aged 72, of 
heart disease. 

Abraham Owen Wilensky ® New York; born in New 
York May 20, 1885; Columbia University College of Physi- 
cians and Surgeons, New York, 1907; fellow of the American 
College of Surgeons; member of the American Association 
for Thoracic Surgery; formerly on the faculty of Cornell 
University Medical College; affiliated with Mount Sinai 
Hospital, Bronx Hospital, Beth David Hospital and the New 
York Infirmary; consulting surgeon to the Crown Heights 
Hospital in Brooklyn and the Boulevard Hospital in Long 
Island City ; author of “Osteomyelitis: Its Pathogenesis, Symp- 
tomatology and Treatment”; died in Park East Hospital 
February 4, aged 63, of coronary thrombosis. 

John Walter Vaughan, Detroit; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1904; fel- 
low of the American College of Surgeons; formerly assistant 
clinical professor of surgery at the Detroit College of Medi- 
cine and Surgery; in 1913 member of the House of Delegates 
of the American Medical Association; formerly member of 
the city board of health; served in France during World War 
I and received citations for conspicuous service; formerly 
affiliated with the Charles Godwin Jennings and Harper 
hospitals; died January 21, aged 68, of coronary thrombosis. 

Wayne Bernard Granger ® Emporia, Kan.; University 
of Illinois College of Medicine, Chicago, 1919; specialist cer- 
tified by the American Board of Ophthalmology and the 
American Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; member of the board of 
education; on the staffs of St. Mary’s Hospital and the New- 
man Memorial County Hospital, where he died December 26, 
aged 56, as the result of injuries received when he was struck 
by an automobile. 

Alson Herbert Baker @ Berea, Ky.; Hospital College 
of Medicine, Louisville, 1905; on the staff of Berea College 
Hospital; served as city health officer; died December 30, 
aged 68, of cardiovascular disease with coronary occlusion. 


1016 


Thomas Jefferson Ballard, Corbin, Ky.; Hospital Col- 
lege of Medicine, Louisville, 1905; died recently, aged 70. 

Richard Franklin Cook @ Carrollton, Mo.; University 
of Missouri School of Medicine, Columbia, 1893; fellow of 
the American College of Surgeons; served as county health 
officer; died in Farmington, December 26, aged 77. 

John Wiley de Vry, Elgin, Ill.; Bennett Medical Col- 
lege, Chicago, 1907; served during World War I; died 
December 11, aged 70, of cardiac failure. 

Joseph N. Ellis, Seymour, Tenn.; University of Louis- 
ville Medical Department, 1891; died in Crossville, December 25, 
aged 82, of cardiovascular disease. 

Russell C. Gourley, Punxsutawney, Pa.; Medical Depart- 
ment of the Western University of Pennsylvania, Pittsburgh, 
1894; affiliated with Adrian Hospital; died in Suburban Gen- 
eral Hospital, Bellevue, recently, aged 78, of pulmonary 
infarction. 

Evart Hankins, Finchville, Ky.; Kentucky School of Medi- 
cine, Louisville, 1897; died December 30, aged 80, of pulmonary 
tuberculosis. 

Louis Albertus Heidel, Springfield, Vt.; University of 
Vermont College of Medicine, Burlington, 1897; formerly 
on the staff of the Rutland Hospital in Rutland; died in Brat- 
tleboro, December 27, aged 73, of heart disease. 

Peter Nathaniel -Jacobson, Oakland, Calif.; Cooper 
Medical College, San Francisco, 1905: member of the Ameri- 
can Medical Association; a founder and member of the staff 
of Peralta Hospital, where he died December 10, aged 68, of 
heart disease. 

Frank L. Keeler, Miami, Fla.; Tennessee Medical Col- 
lege, Knoxville, 1900; member of the American Medical Asso- 
ciation; died December 7, aged 74, of bronchopneumonia and 
fracture of rib as the result of a fall from a chair. 

James Charles Keeney ® Hoboken, N. J.; University 
and Bellevue Hospital Medical College, New York, 1926; 
for many years medical examiner for the New Jersey State 
Workmen's Compensation Board at Trenton; served during 
World War II; on the staff of St. Mary’s Hospital, where 
he died December 15, aged 48. 

Roscoe Belden Martindale, Worthington, Iowa; Uni- 
versity of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1895; died recently, aged 81, of arteriosclerosis. 

George Alec Poland, Pleasantville, N. J.; Jefferson 
Medical College of Philadelphia, 1925; member of the Ameri- 
can Medical Association; member of the staff of Atlantic 
City (N. J.) Hospital, where he died December 19, aged 56, 
of cerebral hemorrhage. 

Frank Anthony Pugliese, Punxsutawney, Pa.; Temple 
University School of Medicine, Philadelphia, 1935; member 
of the American Medical Association and the American 
Society of Clinical Pathologists; pathologist at Adrian Hos- 
pital; died recently, aged 40, of bilateral pneumonia com- 
plicated by acute lymphatic leukemia. 

Robert Conrad Ruedy ® Washington, D. C.; George 
Washington University School of Medicine, Washington, 
D. C., 1904; also a graduate in pharmacy; died December 
27, aged 72, of coronary occlusion. 

Richard Lee Russell, Ashland, Mo.; Kansas City (Mo.) 
Medical College, 1905; Eclectic Medical University, Kansas 
City, 1906; served during World War I; formerly associated 
with the U. S. Public Health Service; at one time physician 
for the state penitentiary; served as health officer of Miller, 
Webster and Greene counties; for many years affiliated with 
the state board of health; died in St. Mary's Hospital, Jeffer- 
son City, December 24, aged 71, of hypertension and heart 
disease. 

William Daniel Schafer, Portsmouth, Ohio; College of 
Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1910; health officer and city physi- 
cian for New Boston; died December 23, aged 62, of coronary 
embolism. 

Dewey Ernest Schultz, Benavides, Texas (licensed in 
Texas in 1937); died December 3, aged 50. 

George Washington Sherouse, Campville, Fla.; Atlanta 
School of Medicine, 1910; died recently, aged 63, of cerebral 
hemorrhage. 

Junius Boyette Surles, Four Oaks, N. C.; Jefferson 
Medical College of Philadelphia, 1909; died January 11, aged 
67, of heart disease. 

Ernest Walter Tallman, Gaylord, Kan.; St. Louis Uni- 
versity School of Medicine, 1905; member of the American 
Medical Association, died in St. Anthony's Hospital, Hays, 
recently, aged 72, of heart disease. 
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Edward Chapin Terrill, Mobile, Ala.; University of 
Alabama School of Medicine, 1909; member of the American 
Medical Association; died recently, aged 62, of cerebral 
hemorrhage. 

Pius Lee Thompson ® Grand Rapids, Mich.; University 
of Michigan Department of Medicine and Surgery, Ann 
Arbor, 1903; fellow of the American College of Surgeons; 
past president of the Kent County Medical Society; affiliated 
with St. Mary’s Hospital; died in Gulfport, Miss., January 
18, aged 71, of angina pectoris. 

Alvah Harry Traver @ Albany, N. Y.; Albany Medi- 
cal College, 1898; associate in surgery at his alma mater; 
fellow of the American College of Surgeons; on the staffs of 
the Child’s and Albany hospitals; died January 22, aged 73, 

Elias Doar Tupper, Summerville, S. C.; Medical College 
of the State of South Carolina, Charleston, 1905; member 
of the American Medical Association; on the staff of Dor- 
chester County Hospital; died January 20, aged 69, of nephri- 
tis and splenomegaly. 

Marcellus M. Turlington, Seminole, Okla. (licensed in 
Oklahoma under the Act of 1908); member of the American 
Medical Association; died January 5, aged 80, of paraplegia 
and arteriosclerosis. 

James Samuel Unger, New York; Columbia University 
College of Physicians and Surgeons, New York, 1896; for- 
merly on the staff of the Manhattan Eye, Ear and Throat Hos- 
pital; died January 19, aged 74, of coronary sclerosis. 

James Edgar Vance, San Bernardino, Calif.; Barnes 
Medical College, St. Louis, 1894; died in Louisville, Ky., 
January 11, aged 81, of heart disease. 

Crawford Lee Vines, Kilgore, Texas; Memphis (Tenn.) 
Hospital Medical College, 1910; member of the American 
Medical Association; died recently, aged 65, of cerebral 
hemorrhage. 

Paul Chamberlain Walter ®@ Progress, Pa.; Johns Hop- 
kins University School of Medicine, Baltimore, 1923; for 
many years affiliated with the Harrisburg (Pa.) Hospital, 
where he died recently, aged 51, of reticulum cell sarcoma of 
the mediastinum. 

Lawrence Shapiro Ward ® New London, Conn.; Cornell 
University Medical College, New York, 1931; specialist cer- 
tified by the American Board of Internal Medicine; affiliated 
with Lawrence and Memorial Associated Hospital, where he 
died December 16, aged 40, of carcinoma of the colon. 

James E. Warrick, Valentine, Neb.; College of Physi- 
cians and Surgeons, Baltimore, 1888; died January 17, aged 
84, of nephritis. 

Simon James Watkins, Covington, Ky.; Meharry Medi- 
cal College, Nashville, Tenn., 1891; died recently, aged 87, 
of heart disease. 

Abel E. West ® Philadelphia; Leonard Medical School, 
Raleigh, N. C., 1908; died January 9, aged 72, of broncho- 
pneumonia. 

Walter James White, Atlantic Highlands, N. J.; Uni- 
versity of Vermont College of Medicine, Burlington, 1899; 
died in the Tilton General Hospital, Fort Dix, December 
27, aged 73, of nephrosclerosis and arteriosclerotic heart 
disease. 

Washington A. White, Cambridge, Ohio; Eclectic Medi- 
cal Institute, Cincinnati, 1880; died February 10, aged 98. 

Daniel Newton Williams, Chattanooga, Tenn.; Univer- 
sity of Tennessee College of Medicine, Memphis, 1911; mem- 
ber of the American Medical Association; past president of 
the Chattanooga-Hamilton County Medical Society; served 
during World War I; for many years affiliated with Erlan- 
ger Hospital; on the staff of the Florence Crittenton Home; 
died in the Pine Breeze Sanatorium January 7, aged 68, of 
tuberculosis. 

William Woodford Woody, Tulsa, Okla.; Kentucky 
University Medical Department, Louisville, 1906; served dur- 
ing World War I; formerly city health officer; died in the 
Veterans Administration Hospital, Muskogee, December 7, 
aged 68, of coronary sclerosis. 

Charles Cowing Zacharie, Marlboro, N. Y.; Columbia 
University College of Physicians and Surgeons, New York, 
1895; member of the American Medical Association; 
during World War I; died in Veterans Administration Hos- 
pital, New York, recently, aged 75, of carcinoma of the 
prostate. 
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Foreign Letters 


LONDON 


(From Our Regular Correspondent) 
Feb. 19, 1949. 


The Fellowship for Freedom in Medicine 


The Fellowship for Freedom in Medicine, which was formed 
under the chairmanship of Lord Horder to work for amendment 
of the Act establishing the National Health Service, has attained 
a membership of 2,200. Speaking at a meeting when it adopted 
a constitution as a registered company and decided on future 
policy, Lord Horder said that they did not aim at repeal of the 
Act. The Health Service had achieved a certain momentum 
and at some points, as in the regionalization of hospital services, 
there were clear improvements. But the Minister of Health had 
not yet introduced the Act which he had promised to secure 
doctors against the possibility of being made whole time servants. 
Nor had he implemented his promise to submit new regulations. 
The Fellowship would press for that. For the “betterment fac- 
tor” aereed by the Spens Committee the Minister had decided 
on a figure of 120 per cent while the actual increase was 185 
per cent. 

The meeting adopted a constitution as a registered company 
and decided on future policy. The following are among the 
registered objects. (1) To insist on the preservation of the 
highest standards of medical practice. (2) To protect the public 
and the medical profession from state monopoly in medicine. 
(3) To preserve the ethical and professional freedom of the 
individual doctor in the service of his patients and to maintain 
the status of the general practitioner, including his financial 
security. (4) To oppose all encroachments of the State on the 
independence of medical institutions and maintain the academic 
freedom of all teachers of medicine. (5) To define the limits of 
state medicine so as to protect the rights of the public and of 
the medical profession in relation to all types of independent 
practice. (6) To support and protect the character, status and 
interest of the medical profession generally. 


Remedy Which Protects Cattle Against Trypanosomiasis 

A new drug te protect cattle from the tsetse fly in tropical 
Africa, which is called “antrycide,” is described by the Colonial 
Office as a great advance and is regarded as a means of making 
safe for cattle rearing 4,500,000 square miles. The drug is the 
result of the work of a team of chemists, biologists, veterinarians 
and pharmacists which began in Manchester in 1944. They 
tested many synthetic compounds likely to be effective against 
the trypanosomes in the blood stream, which cause the disease. 
At first they experimented with mice, and on discovering a new 
drug known as M.7555 they removed the laboratory equipment 
and staff to parts of Africa where the disease is endemic. In 
the worst areas they found that “antrycide” cured all forms of 
trypanosomiasis in cattle, horses, camels and other animals. It 
also had a prophylactic effect and produced no undesirable 
reactions. A single treatment cured cattle of Trypanosoma 
congolense and Trypanosoma vivax infections, the two worst 
forms of the disease. It was also successful against Trypano- 
soma brucei infection in cattle, horses and dogs, against 
Trypanosoma evansi in cattle and Trypanosoma simiae in pigs. 

Experiments with immunization of cattle are still proceeding, 
but it has been shown that “antrycide” in most cases protects 
against T. congolense for six months. Experiments which are 


to continue until May appear to show that infections recurring 


after only four months may be expected to respond to a second 
treatment. Cattle protected against T. vivax have in most cases 
remained immune for four or five months. Precise information 
must be secured on the period of immunity, for this will deter- 
mine the number of times a year that cattle must be rounded 
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up for treatment. “Antrycide” is a white crystalline powder 
soluble in water and is administered by hypodermic syringe. It 
is intended to give simple instructions to cattle owners so that 
they can use the drug. Imperial Chemical Industries, which 
has taken part in the research, expects to produce two or three 
tons of “antrycide” next year, sufficient to cure or immunize 
2,000,000 animals. At first supplies will be limited and will go 
to the Governments of the Sudan, Kenya and Uganda, where 
the need is urgent. It will not be necessary to immunize every 
animal in a stock raising area, but only those on the edge of 
the bush. As a result of the discovery the Colonial Office looks 
forward to a vast extension in Africa of the area of mixed 
farming. 
Immunization Against Diphtheria 

The Ministry of Health reports a steady decline in diphtheria 
since 1941, when their immunization campaign got under way. 
In that year deaths ard cases in the great towns numbered 
1,487 and 27,613 respectively. The deaths were fourteen times 
more and the cases over five times more than in 1948. The 
deaths in 1948 were the lowest on record. They totaled 100 in 
the twenty-six great towns which cover about half the popula- 
tion of England and Wales. The notifications of cases num- 
bered 5,182, another new low record. This steady decline in 
diphtheria since the war is in striking contrast to the position 
in other European countries, where the disease followed the 
march of the German armies and the incidence rose alarmingly. 
In the Netherlands, for example, there were 219,772 cases in 
the six years 1941 to 1946, compared with 8,649 in the previous 
six years. 


“A Pill Dispenser and Filler-in of Certificates” 


Dr. B. U. Coffey, a country general practitioner of Ixworth, 
Suffolk, has written to the Ministry an open letter about his 
practice under the National Health Service. “I no longer prac- 
tice medicine,” he says. “I’m just a pill dispenser and a filler-in 
of certificates.” To this routine many practitioners are reduced 
by the time wasted by persons with little or nothing the matter, 
because they have to pay nothing. This has been paralleled in 
New Zealand by the state medical service, in which the treat- 
ment is so perfunctory that it has been compared to “sheep 
dipping,” a process well known in that country. The time of 
the practitioner wasted in England in the filling in of certificates 
and other forms has given rise to loud complaints from many 
doctors. 

Doctor or Dentist: Who is Responsible for 
Treatment? 

In the work of the National Health Service difficulties are 
constantly arising. The latest is the case of a patient who 
complained of bleeding from the gums after tooth extraction 
the day before. He summoned his doctor, who thought that 
the dentist should also be sent for. He was summoned at 1: 30 
a. m. and refused to go. He denied that the treatment of the 
patient was his responsibility and said it was the doctor's. In 
the whole course of thirty-five years’ practice he had never 
been asked to go out in the middle of the night to attend such 
a case. The local National Health Committee decided to tell 
the dentist that he was wrong and ought to apologize to the 
doctor. They also asked the Minister of Health for a ruling 
in such a case. 


The British Postgraduate Medical Federation 

Postgraduate traveling fellowships for 1949-1950, tenable for 
one year, have been awarded to J. V. Crawford of the London 
Hospital (neurosurgery, United States); J. S. Prichard, of the 
National Hospital, Queen Square, and the Postgraduate Medical 
School, Hammersmith (neurology, United States and Canada) ; 
R. D. Tonkin, of Westminster Hospital (general medicine, 
United States and Canada), and J. E. M. Whitehead, of St. 
Thomas’s Hospital (bacteriology, Scandinavia). 
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PARIS 


(From Our Regular Correspondent) 
Feb. 12, 1949. 


Surgical Treatment of Arterial Hypertension 

Riser, Ducuing, Lazorthe and Dardenne (Toulouse) considered 
nephrogenic hypertension little susceptible of improvement 
through surgical treatment, in comparison with neufogenic or 
essential hypertension, which is suitable for operative interven- 
tion. After experimenting with all technics, they prefer 
Smithwick’s, accompanied, in certain cases, with unilateral adre- 
nalectomy. Wertheimer and Lecuire (Lyons) have presented 
results of thirteen years’ experience with Peet's operations: 1 
death through operation; 8 subsequent deaths; in 4 out 6 
improved cases the lowering of hypertension has been maintained. 
In 30 cases of thoracolumbar sympathectomy among which 17 
were bilateral, 4 deaths occurred through operation. In 22 cases 
of unilateral adrenalectomy associated in 17 cases with sympathetic 
intervention, the authors have noted: 1 death during operation, 
4 deaths within one to two years and 12 survivors with 7 good 
results and 5 unfavorable. Fontaine (Strassburg) in 37 adrenal 
operations had 5 deaths, 12 very satisfactory results, 8 satis- 
factory, 6 improvements and 6 failures. The author considered 
as the best technic left adrenalectomy plus splanchnicectomy, 
accompanied by bilateral lumbar sympathectomy. Thoraco- 
lumbar operations showed a more noticeable effect on tension. 
M. Peet (Ann Arbor) presented results of operations in 2,100 
cases since 1933. He noted 1.6 per cent mortality in the cases 
without papillary edema, 10 per cent in the malignant form 
with papillary edema, and 2.2 per cent in cases of hypertension 
with cerebrovascular accidents. The first 1,000 patients after 
five years showed 13.5 per cent normal, 41.5 per cent improved, 
12.5 per cent without change and 32.5 per cent dead. 

The next congress will take place during the second fortnight 
of September 1949. On the agenda are: (1) Surgical Treatment 
of Cancer of the Pancreas; (2) Treatment of Osteomyelitis with 
Staphylococci, and (3) Indications and Technics of Electro- 
surgery (Except for Urology). 


Congress of Surgery 

The treatment of cancer of the breast, either by surgery or 
by surgery associated with radiotherapy, selection of patients to 
be treated by one of these methods and best methods of prep- 
aration in order to avoid relapses and metastases were on the 
agenda of the fifty-first congress of the French Association for 
Surgery, which was held in Paris in October 1948. Professor 
Fiolle (Marseilles) presided. On the strength of 1,037 observa- 
tions, Professor Ducuing (Toulouse), director of the Anticancer 
Center of this city, believes that radiosurgical treatment improves 
the percentage of recoveries and survivals, but increases the 
frequency of relapses and “ligneous brachia.” In 600 cases, 
Mayer (Braxelles) obtained 60 per cent survivals over five 
years with surgical treatment only. He recommends axillary 
implantation of two tubes of radium after operation. Tailhefer 
(Paris) (Curie Foundation and Anti-Cancer Center of the Paris 
Hotel-Dieu Hospital) obtains 83 per cent of survivals of over 
five years and 67 per cent of survivals of over ten years by 
surgical treatment only. He recommends preoperative radio- 
therapy in tumors of over 5 cm. with important adenopathy and 
postoperative radio therapy when examination has revealed 
lymph node involvement. Cukor (Budapest) applies preopera- 
tive radiotherapy until mobility of the tumor is obtained. He 
then removes the tumor and lymph nodes. In 628 cases he has 
noted only 4 per cent of relapses. Leger (Paris) obtains good 
results with radiotherapy followed, after a delay of eighteen days 
to three months, by surgical removal with lymph node curettage. 
Decker (Lausanne) esteems postoperative radiotherapy as more 
logical, as it is more capable of acting on a region rendered 
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thinner. Redon, of the Paris Villejuif Anti-Cancer Center, has 
obtained, through postoperative radiotherapy, 64 survivals of 
more than five years, without relapses or metastases, in 114 
cases. Chalnot (Nancy), on the basis of his experience in 110 
cases and the statistics of the Anti-Cancer Center of Lorraine, 
also recommends surgical intervention, followed by radiotherapy 
in cases with controlled lymph node invasion. Santy and Dargent 
(Lyons) presented the statistics on 1,531 cases of their anti- 
cancer center. They recommend preoperative and postoperative 
semiteleroentgen therapy. Baclesse (Paris) presented 145 cases 
(operable, as well as inoperable) attended at the Curie Founda- 
tion with interesting results obtained solely through roentgen 
therapy. Results were related to a particular technic (high 
doses and spreading out over a long period) which is still under 
study and requires long experience. Dargent (Lyons) con- 
siders hexestrol the medication of choice for advanced cancer 
in the 60 to 70 year age group. In 90 cases of advanced cancer, 
castration did not produce lasting results. A. Sicard (Paris) 
considers surgical castration preferable to castration by radia- 
tion. Castration should be systematically performed after sur- 
gical removal of the breast, especially in the still menstruating 
woman. 
International Union Against Cancer 

From July 18 to July 21 a general meeting of the board of 
directors of the International Union Against Cancer will take 
place in Paris. It will include the ordinary general meeting 
and an extraordinary general meeting, the latter being devoted 
to amendments to statutes. All delegates of government or 
private organizations, members of the International Union 
Against Cancer and associate members are invited. 

The fifth international congress for scientific research and the 
fight against cancer will take place in Paris July 17-21, 1950. 
Professor Lacassagne will preside. Registrations will be 
received immediately at the head office of the International 
Union Against Cancer, 6 avenue Marceau, Paris (8°). 


Specialist Training in Faculty of Medicine 

The Paris Faculty of Medicine has prepared an extensive 
plan for graduate teaching in the practical aspects of medicine, 
surgery and obstetrics for the scholastic year 1949. The plan 
includes: May 13 to 19, “The International Week for Cardiology 
of the La Pitié Hospital,” under the direction of Professor 
Lian; May 20 to 22, “The Medical Days of the Broussais 
Hospital,” under the direction of Professor Pasteur-Valery- 
Radot; in March 1949 the “Pediatry Days at the Children’s 
Hospital” under the direction of Professor Debre. Two days 
are provided for the study of the social and medical problems 
of poliomyelitis. The Lyons Faculty of Medicine has organized 
similar teaching courses for practitioners of Lyons and the 
surrounding district. 


Diplomas for Specialists 

New diplomas have been created in the faculties of medicine, 
and medicine and pharmacy corresponding to the new system 
of specialization mentioned in previous letters. They will be: 
(1) Diploma of Pediatrist, the training for which will last three 
years followed by an examination. Chiefs of services and assis- 
tants will only undergo two years’ probation; (2) Diploma for 
Electroradiology, necessitating three years of theoretic studies 
and practical exercises, each being sanctioned by a preliminary 
examination which is indispensable for admission to the final 
examination; (3) Diploma of Anesthetist-Reanimator, corre- 
sponding to the great need in France for specialists in this field; 
(4) Diploma for Serology, applied to the diagnosis of syphilis; 
it is indispensable for chiefs of laboratories practicing serologic 
analysis. French doctors, foreign doctors having a French or 
foreign diploma and medical students having twenty “inscrip- 
tions” are accepted for admission to these courses. 
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THE ANESTHESIOLOGIST AND THE 
HOSPITAL 


To the Editor:—The article by James Raglan Miller, M.D., 
entitled “The Relationship of the Anesthesiologist to the Hos- 
pital,” which appeared in Tue JourNAL, January 1, page 9, has 
dealt with the relationship of anesthesiologist to the hospital in a 
very intelligent manner. There is much more which could be 
said concerning this subject, but most of it would fall strictly 
into the field of individual hospital management, in a host of 
specific examples. I believe the most important problems con- 
cerning strained and abnormal relationships have at least been 
mentioned in his presentation. Certainly he is correct in his 
main contention that in most instances in which relations are 
abnormal and unhealthy the fault lies in the fact that the anes- 
thesiologist is not on a par with other men on the staff and 
frequently is not even a member of the medical staff. 

It is almost unthinkable that a hospital would employ a 
specialist and not expect or allow him to be a member of the 
staff. It is more ridiculous still to think of a medical staff 
which would not expect and insist that a fellow physician be 
made a member of the staff. And the greatest surprise of all 
to me is that an anesthesiologist would accept a job in a hospital 
where he was not on an equal footing with other physicians— 
as a member of the professional staff. If he is in charge of his 
department and specialty I cannot imagine him other than a 
yoting staff member on the same level as a surgeon or internist. 

I never could see but one workable system in any hospital 
as far as relations between staff and management go. The pro- 
fessional staff should have no less than all the say in medical 
hospital services and the management should direct its attention 
to n.nmedical hospital services only. This means a well organ- 
ized staff, with departmental organization perfected to function 
in behalf of all specialties. The problems involved with surgery 
should be settled and controlled by surgeons, those of obstetrics 
by obstetricians, and so on. I cannot conceive of any other fair 
and practical way to operate intelligently medical services of 
any and all kinds in the best interests of the patient. If the 
hospital management were to devote its entire attention to non- 
medical services and the staff, through its departmental organ- 
ization, operate all medical services the patient would fare far 
better than he does most of the time. 

Professional staffs of hospitals all agree that anesthesiology 
is a part of the practice of medicine, and why, in so many 
instances, they have not busied themselves to see that it is 
operated as such is beyond my comprehension. I believe that 
most state medical boards have ruled thus in the last twenty- 
five years. This makes the problem national and not a local one. 

I live in hope that perhaps our new code of ethics of the 
American Medical Association will make it unethical for a 
physician to sell his professional services to nonprofessional 
persons, such as hospital management, if exploitation on the part 
of the hospital is attempted and if his salary is not com- 
mensurate, to a large degree, with the skill and service rendered. 
This will remove the temptation of the weak anesthesiologist 
who accepts a salary as security without caring too much 
whether he is being exploited or not. 

The report and recommendations of the Massachusetts Medi- 
cal Society which the author mentioned are excellent pieces of 
work and are pioneer works in the medical profession’s crusade 
to keep medical services medical and within the control of the 
profession. Organized hospital management is big business and 
can swing a big stick if the profession becomes wishy-washy 
and indifferent to the protection of its members and exploitation 
of its services. But without the profession the hospital would be 
helpless. It is high time that the hospital staff direct its own 
operation and dictate its own policies and services. I should 
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like to say amen to Dr. Goin’s statement referred to in 
Dr. Miller’s paper that it is a must for the profession to decide 
hospital policies in the field of medical care and that hospital 
trustees included in nonprofit hospitalization insurance plans 
must be told what they can and cannot do in the dispensing of 
medical services. Plans which offer to pay for medical services 
such as anesthesia, if supplied by the hospital, are not friends of 
the profession and should be denounced openly. Organization 
and strong self government of hospital staffs will prevent trans- 
gression on the part of management. 


H. Boyp Stewart, M.D., President 
American Society of Anesthesiologists 


2500 E. 27th Place, Tulsa, Okla. 


Note.—The letter was referred to Dr. Miller, who replies: 


To the Editor:—I sincerely regret that my absence from the 
country made it impossible for me to reply at the time to 
Dr. H. Boyd Stewart's discussion of my paper on “Relationship 
of the Anesthesiologist to the Hospital” which appeared in 
Tue JourNa.t, January 1, Page 9. I note that Dr. Stewart's 
discussion is generously in agreement with the general theme 
and the details of my paper and that he has emphasized funda- 
mental aspects of the problem; namely, that medical policies 
should be the responsibility of the medical staff. I believe that 
most difficulties arise where the staff does not meet its responsi- 
bility. The individual anesthesiologist should not be expected 
single-handed to enter into contracts with hospital management 
without the guidance and advice of his senior colleagues. It is 
in their own interest as well as his and in the interest of sound 
medical practice to establish a simple and effective mechanism 
such as the suggested “prudential committee” to see that this 
function is fulfilled. Any other committee to which the duty is 
assigned would be satisfactory so long as it is done. 

The principal argument of my paper is to the effect that with 
respect to unsatisfactory relationships between the anesthesi- 
ologist and hospital management, though they may be frequent 
and constitute even a problem of nationwide proportions, the 
solution is a function that can only be performed locally. The 
underlying principles to be observed have been clearly stated. 


James R. Mitter, M.D. 
Hartford, Conn. 


INCREASES IN REQUIREMENTS OF VITA- 
MIN C IN VARIOUS CIRCUMSTANCES 


To the Editor:—In Tue Journat, Dec. 4, 1948, page 1042, 
an editorial entitled “Vitamin A and Ascorbic Acid” called 
attention to recent experiments emphasizing the interdependence 
of action between vitamins A and C. The existence of an 
increased requirement of ascorbic acid in the rat in hypo- 
vitaminosis A has been extended to cover such various cir- 
cumstances as hypervitaminosis A, cold temperatures and high 
dietary levels of proteins. An underlying common mechanism 
could be the existence of an accelerated rate of protein catabo- 
lism. This might also account for the earlier demonstration 
by Menten and King that vitamin C affords some measure of 
protection against the toxins of diphtheria and other infections. 
The evidence, which can be added to that regarding the 
thiamine-carbohydrate and nicotinic acid-tryptophane relation- 
ships, emphasizes anew that vitamin requirements are not fixed 
quantities but are largely dependent on diet pattern, health 
status and environmental conditions as well as on age and 
physiologic circumstances. They underline the wisdom of speak- 
ing, as do the Recommendations of the Food and Nutrition 
Board of the National Research Council, of allowances rather 
than of requirements when dealing with the dietary needs of 


Jean Mayer, Pu.D. 


Washington, D. C. 


of 

4 

e, 

y 

it 

| 


1020 CORRESPONDENCE 


DETECTION OF CANCER 


To the Editor:—A recent editorial in Tae JourNAL notes the 
increasing attention being paid to the attack on cancer and the 
more general cooperation being given to it. Early diagnosis is 
stressed as today’s best hope for cure of the disease. 

The editorial especially urged periodic examination of appar- 
ently well persons over 40 for accessible silent tumors and 
the medical examination of persons with any one of the symp- 
toms which are recognizable indications of the presence of the 
disease in early stages. “Such examinations in physicians’ 
offices would provide the United States with over 100,000 detec- 
tion centers,” the writer adds. 

With the “detection clinic” system, THE JoURNAL editorial 
estimated the cost of detection of a single cancer in one thousand 
complete clinical examinations of persons without symptoms— 
as was originally intended—at no less than $25,000. Other 
estimates have set the figure as low as $10,000. 

In commenting on this editorial it has been stated: “The 
establishment of cancer detection clinics, therefore, cannot be 
a solution of the cancer problem, because of the impossibility 
of establishing—and paying for—enough of them to examine 
the whole population. The answer apparently lies in a greater 
voluntary public use of the existing skills and facilities provided 
by private medical practitioners. Every doctor's office might 
become a detection center, thus providing a great number of 
places from which victims of the disease in its early stages 
could move on for treatment, resulting in many cases in cures 
or completely arrested conditions. In the present stage, the 
fight against cancer depends in the first place for whatever 
success is possible without far greater knowledge of causation 
upon the public itself.” 

The doctor's office is a logical cancer detection center because 
only he will see the masses of the people, but to depend on 
“existing skills and facilities’ to detect early cancer adds a 
note of defeatism. It is not easy to detect early cancer by 
clinical examination. Indeed, to succeed in finding a curable 
cancer while in the fleeting early clinical stage has often been 
referred to as “almost accidental.” In the past we have over- 
stressed routine clinical examination because it was the best hope 
that medical science had to offer. This is no longer true, espe- 
cially in certain common types of cancer. A _ revolutionary 
advance in cancer detection methods, for the first time, places 
in the hands of the practitioner a powerful weapon to achieve 
early diagnosis. A regular cervical cytology test should bring 
the woman over 30 to the physician's office annually, permitting 
a complete examination. The common cancer of the cervix 
would be controlled, and other less common areas would have 
the benefit of regular scrutiny at least. 

If the one hundred thousand doctors used the cervical cytology 
test as a routine on their female patients, it is my belief that 
of the 26,000 women who annually die of uterine cancer in 
America, perhaps 20,000 could be saved today! How could 
this become possible when there are so few trained cytologists 
to interpret the tests? Herein lies a clue to the application of 
this revolutionary aid in cancer screening. While the number 
of experienced cytologists is still small, this problem has been 
solved by the utilization of the expertly trained eyes of many 
technicians to screen out the normal slides. The normal 
ones may be efficiently eliminated by the screeners, while all 
positive and doubtful slides are reserved for the diagnosis by 
the cytopathologist. 

An interesting experiment in cancer control has recently been 
completed in the Cytology Center in Montreal and the Cytology 
Institute in New York. Air mail was used to send slides to 
the specialized laboratory from the doctor's office. For over 
three years regular cancer diagnostic service has been rendered 
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to doctors as far distant as Miami, Fla. Air mail permits 
reporting in two to four days. Physicians from forty-two states 
and eight provinces of Canada have mailed in a total of 3,455 
cytology slides from their offices during the past three and a 
half years. Using this air mail cancer detection system, 109 
cancers were diagnosed, and in an additional 143 cases the 
diagnosis of “precancer” cell changes was made. Of course, 
many of these were taken because they were clinical suspects, 
They were not all well patients. Even so, it is estimated 
that perhaps 100 lives have been saved from cancer through 
this limited diagnostic screening program. Many early and 
curable cases were found. The cytology test selects the case 
which requires a surgical biopsy for confirmation, although in 
the early “preclinical” stage it has proved superior to biopsy. 
Cytology, then, greatly strengthens the hand of the family doctor 
in the detection of this common type of female cancer. 

If this system is practical and efficient on a small scale, why 
could it not be applied on a grand scale? The test is so efficient 
as a cancer detector that it should be made available to all 
classes, rich and poor, perhaps free of charge—or at least at 
minimal cost. 

Screening by cytologic methods for the detection of other 
types of cancer, while less effective than in the cervix, still 
presents a substantial advance in diagnosis in pulmonary, gastric, 
bladder and prostate cancer, this same system being used which 
was evolved by Papanicolaou and others. It is my feeling that 
what is needed to put “teeth” into the “physician’s office cancer 
detection program” is the setting up of centralized cytologic 
laboratories to which he may mail his tests for screening and 
interpretation by expert cytologists. Herein lies a tremendous 
opportunity for tangible progress along the road of cancer 
control. 

Macdonald of the Mayo Clinic, who bas had extensive experi- 
ence in screening of the sputum for lung cancer, is of the opinion 
that mass screening of the sputum is a practical possibility today. 
Therefore, a routine annual sputum test for cells should bring 
the male patient to the physician for his regular cancer detection 
examination. 

in the female, if patients attending a physician for a routine 
cancer examination had no further examination than a simple 
cervical smear or scraping, a breast palpation and a rectal 
examination, more cancer would be detected per patient than 
with any other known system of cancer examination. Yet the 
cost of this examination is extremely small. It is estimated 
that it should not cost as much as an appendectomy to detect 
a cancer in a female using this simple system. What is more 
important, the cancer when detected will not always be in an 
advanced and incurable stage. At least, we may definitely claim 
this in the cervix if a routine scraping is done. This new test 
is revealing an ever increasing volume of cancers in the early 
stage, developing in cervices which are clinically normal and 
which behave in a normal fashion. Such findings indicate that 
to diagnose the cancer while it is early, testing and examination 
must become a routine procedure at perhaps one to two yeaf 
intervals rather than to be dependent on the appearance of a 
tumor or of symptoms of pain or bleeding before a search for 
cancer may be undertaken. 

Galen, in the second century, was the first to make the echoing 
statement: “Early diagnosis is necessary if cancer is to be 
cured.” Today, after nearly two thousand years, we are still 
repeating this slogan, but something new is needed besides 
propaganda and repetition of this statement. Cytology is the 
first tangible advance really to make possible this early diagnosis, 
and, therefore, to increase the number of cancers which will 
be cured. 

J. Ernest Ayre, M.D. 
Director, Cytological Laboratories, 
McGill University, Montreal, Canada. 
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Bureau of Medical Economic 
Research 


A MEDICAL SERVICE AREA MAP OF 
THE UNITED STATES 


A Progress Report 
FRANK G. DICKINSON, Ph.D. 
Director, Bureau of Medical Economie Research 
Chicago 

For the first time, a medical service area map of 
the United States is presented. The maps of the eastern 
and western sections of the United States resemble a 
jigsaw puzzle because the areas vary so much in shape 
and size. (The two maps overlap slightly on the 
easter: edge of the western half and the western edge 
of the eastern half.) The areas are somewhat larger 
west of the Mississippi Kiver. The boundaries of only 
a few of these areas coincide with the boundary of 
a county, and even in these few cases for a stretch of 
only « few miles. 

There are 757 areas,’ of which 212 areas straddle the 
boundaries of two or more states; the other 545 are 
intrastite areas. The areas are mutually exclusive and 
cover every square mile of land and every home in the 
Unite’ States. There are physicians in each area 
from whom the people of that area obtain most of 
their :nedical care. Every person in the United States 
lives in a medical service area where there are physi- 
cians. The distance to the nearest physician varies 
considerably. The completed study will show the 
approximate number of persons in each area who reside 
a considerable distance from the nearest town in which 
there is a physician. 


TYPES OF CENTERS 


There is only one set of areas, but there are three 
types of centers. At present there are 1,090 primary 
medical service centers, or roughly one and one-half 
primary centers per area. Eighty-seven of the 1,090 
primary centers are prime-primary centers. The num- 
her of secondary centers cannot be tabulated until the 
new American Medical Directory is completed. Every 
town with one or more physicians is considered a 
secondary medical service center if it is not sufficiently 
important to be classified as a primary center. Unlike 
the primary, the prime-primary centers measure up to 
a uniiorm national definition. Each city so designated 
offers every type and kind of medical treatment and 


C I have consulted my former colleague of many years, Professor Paul D. 
onverse of the University of Lllinois, at several stages and drawn on 
his great f und of knowledge about marketing problems and his wide experi- 
ence in trading area matters. 

. Charles E, Bradley, Ph.D., Associate in Economics, has been in active 
} poled of this study since October 1948. Janith Turnbull Bierbaum, 
ee Assistant, has been responsible for the maps and the many 
letails of the Bureau's contacts with the state medical society offices since 
July 1948; Pprier to July 1948 this part of the task was performed by 
Olga Lycyniak, Research Assistant. 

As stated in the text, the contributions to this study by officials of the 
State medical societies—in most states the constitutional or the executive 
or the field seeretary—particularly in fixing the boundaries and designating 
the centers, have made these several score of persons co-authors, in a 
sense, of this progress report. Their names and titles will be given in 
oe book manuscript, which should be completed late in 1949. I sketched 
the need for and the objectives of this study two years ago, soon after the 
/ was started (Medical Service Areas in the United States, J. A 

- A. 133: 1014-1015 [April 5] 1947). Briefly stated, the task was 
described as the establishment of “patient” areas to replace the unrealistic, 
énachronistic, rigid political areas traditionally used in medical economics 
© measure the supply and distribution of physicians. That short article, 
jupplemented by mimeographed instructions, trading area maps and many 
Sclete has guided the efforts of these executives of the state medical 

1. Cf. the 760 areas in Health Service Areas (Mountin, J. W.; Pennell, 
a a and Hoge, V. M.: Health Service Areas, Public Health Bulletin 

2, Federal Security Agency, United States Public Health Service, 1945). 
a our study, as in theirs, the n of areas is approximately one 
‘ourth the number of counties. 
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surgery. Many cities containing a considerable number 
of physicians are not designated as prime-primary cen- 
ters because they do not provide brain surgery; in a 
few cases the absence of chest surgery has kept the city 
off this list of prime-primary centers. 

The primary medical service center is one which, 
relative to the nearby towns, is a primary source of 
medical care. We have not followed any rule as to 
minimum size or minimum number of physicians or 
any other minimum measure of supply in choosing the 
primary center. In fact, some of the primary centers 
in the Rocky Mountain section contain few physicians, 
but, relative to the area served by these physicians, 
these towns are outstanding as sources of medical care 
and are properly designated as primary centers. On 
the other hand, there are towns in the East which 
are not so designated even though they have two or 
three times as many physicians as some of the primary 
centers in the Rocky Mountain area; the reason for 
not designating them as primary centers is that they 
are overshadowed by the primary centers—larger towns 
nearby with a larger number of physicians. The pri- 
mary medical service center is essentially the same term 
as “primary trading center” used in market research. 
Our modification of this traditional marketing term 
should not obscure the fundamental concept involved. 
The primary medical service center and the medical 
service area belong in the literature of marketing as 
well as in the literature of medical economics. 


AREAS: MEDICAL AND TRADING 


Before a description of a medical service area is 
presented a few statements regarding the trading area 
idea may be helpful to physicians. Every store has an 
area from which it secures customers. The news counter 
in an office building draws most of its customers from 
the building. A neighborhood grocery usually draws its 
customers from the radius of a few blocks. Depart- 
ment stores in the central shopping section will attract 
customers from a distance of many miles. A retail 
trade area means the territory from which the retail 
stores in the principal center (or centers) secure a 
considerable part of the purchases made by the con- 
sumers in that area. The consumers in the smaller 
towns near the border of the area do more business 
in the center (or centers) of that area than they do 
in other areas. 

In the present study we are concerned with the 
purchases of the services of physicians, not of groceries, 
hardware or the better grades of women’s dresses. 
The established procedures for laying out marketing 
areas have been followed in this study. In particular, 
we are trying to show where the patients live who 
are served by the physicians in the towns and cities 
of the area. Some patients do obtain some or all of 
their physician services outside their own area—a fea- 
ture of all trading areas. 

Under our guidance the constitutional or executive 
secretary of each state medical society has tediously con- 
sidered the “flow of medical trade” in every community, 
county and section of his state. The secretaries of 
many county societies have given much information 
about local conditions. Letters were obtained from 
physicians of long experience in many communities, 
especially along the state borders, before the boun- 
daries of the medical service areas were finally drawn. 
It must be understood that physicians, through their 
referrals, give direction to the flow of medical trade. 
In the absence of a better summation of all services 
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Medical Service Areas by States: Number of Intrastate and Interstate Areas with Code Numbers*; Number of Primary 
and Prime-Primary Centers. 


qd) (lA) @) (2A) (4) 
No. of No. of 
No. of No. of Pri- Prime- 
Intra- Inter- mary Pri- 
Section and state Code state Code Cen- mary 
State Areas t Numbers Areas Numbers ters } Centers 
New England 
Is 1-18 32 0 
New Hampshire.... 4 23, 26-28 3 24-25, 29 7 1 
Massachusetts...... 6 43, 45 3 44, 46 18 5 
47-50 51 
Rhode Island....... @ ssescee 3 56-58 5 1 
Connecticut........ s 68, 66-71 1 O4 26 3 
Middle Atlantic 
76-98 0 28 5 
Pennsylvania.. .... 15 103-106 4 107, 118 26 2 
108-112 1is, 121 
114-117 
119-120 
New Jersey .....s0 9 126-130 1 131 18 1 
132-135 
South Atlantic 
148 3 140-142 4 1 
Maryland........... 51 148-150 5 1 
152 
Dist. of Columbia.. i 157 1 1 
West Virginia...... 5 159-161 5 162-164 rR 0 
165, 167 166, 168 
ll 175-184 5 173-174 26 2 
186 185 
187-188 
North Carolina..... 8 193-194 4 195-196 38 4 
197-201 202-208 
204 
South Carolina..... 12 209-218 1 214 15 2 
215-221 
Georgia......... eens 4 229, 231 § 226-228 20 2 
234, 236 230 
232-238 
235, 237 
16 245 5 242-244 24 3 
248-262 246-247 
East North Central 
Michigan....... coon 267-269 3 270-271 29 1 
272.290 291 
292 
Wisconsin. ......... 12 298 5 209 31 2 
300-305 306 
307-310 311-312 
313 
aa 318-324 325, 340 3 
326-339 342, 345 
341 
343-344 
M4 354-357 10 350-353 38 1 
359-363 358, 364 
370-371 372-373 
ly 379-387 5 378 43 1 
390-393 388-389 
395-400 304, 401 
East South Central 
Kentucky.........0+ s 406-408 3 409-411 15 1 
412-416 
Tennessee........... 2 422 § 421 16 2 
426 423-425 
427-430 
Alabama........... 426 4 435, 437 13 1 
438-445 446-447 
Mississippi.......... 9 404, 456 10 452-453 23 0 
458 455, 457 
460-461 459, 462 
468, 466 464-465 
469-470 7-468 


q) (lA) (2) (2A) @) 
No. of No. of 
No. of No. of Pri- Prime 
Intra- Inter- mary Pri- 
Section and state Code state Code Cen- mary 
State Areas t Numbers Areas Numbers ters} Centers 
West North Central 
Minnesota.......... 16 475-479 7 480, 485 29 3 
451-454 487 
456 493-495 
483-492 497 
496 
North Dakota...... 7 503-506 6 502,507,509 15 0 
508 512-514 
510-511 
South Dakota...... 5 521 9 519-520 18 0 
524-525 522-523 
529 
531-532 
ll 537-5389 7 540 21 4 
541-542 543-545 
546-551 552-554 
559-560 12 561-563 29 2 
564-566 067 
065-571 572-57 
574-579 580-581 
582 583 
585-587 
592-593 12 594-595 28 2 
596-597 598-599 
600-603 604 
605-607 608-609 
616 612 613-6.6 
617 618 
Kansas..... seeuasén 16 623-627 7 628-629 28 1 
600-633 634 
685-639 640-641 
642-643 644-645 
West South Central 
650 3 651-652 18 1 
653-655 656 
Oklahoma...... cocce 6 661, 663-666 3 662 36 2 
665-675 667 
677-688 676 
Texas........ 22 696, 698 7 693-695 74 
701-715 697 
717-721 699-700 
716 
Louisiana.......... 18 727 4 726, 728 25 2 
729-737 738-739 
740-742 
Mountain 
Montana........... 8 747-750 4 751, 756 M4 0 
752-754 757-758 
756 
eer 1 767 4 763-766 7 0 
Wyoming........... 5 772 8 773-775 23 0 
776-777 778-781 
782-783 
Colorado........... 789-812 0 28 1 
10 819 3 817-818 1 
821-829 820 
3 8 835 6 1 
836 5337 838-839 
New Mexico......... 9 844-546 4 847, 849 15 i 
848 855-856 
850-854 
F 861-865 1 866 12 2 
867-868 
Pacific 
Washington........ 21 873-881 2 882, 890 33 3 
891-895 
Oregon..... cccvccce 16 900-901 3 902-903 26 1 
904-915 916 
California.......... 26 921-946 0 36 + 
212 1,090 (87) 


* In this table the states are arranged in nine regions but the arrange- 
ment within each region is determined by the sequence of code numbers. 
The code numbers run from 1 to 946 for the 757 areas. There are four 
unused numbers between each state and one following the District of 
Columbia. These unused numbers are for possible future expansion or 
ehanges in areas. The code number of the area is located in the top or 
north part of the area or, where convenient, in the northeast corner of 
the area. The order of numbering areas follows the same general rule 
starting with the area in the state farthest north or northeast and 
numbering from right to left for the top tier and from left to right for 
the second tier and from right to left for the third tier. This system 
is an adaptation of the surveyor’s method of numbering sections in 
a township, but it is difficult for the reader to follow because of the 
irregular shapes and sizes of the areas. The numbers are consecutive 
within the state. The area code number will be punched into the punch 
eard of every physician in the area. Henceforth the Bureau will use only 


medical service area and state groupings of physicians in its published 
statistical summaries. 

The order in which the states in each section are numbered follows 
the same rule; that is, the state farthest north or northeast has the 


lowest set of numbers (columns 1A and 2A). The next state in the 
numbering system is west, or west and south of the first state. Again 
this order of states in the numbering has been an adaptation of the 
surveyor’s method of numbering the sections in a township. 

+ Of the 757 areas, 212 straddle the boundaries of two or more states 
as shown in columns (2) and (2A). The remaining 545 are intrastate 
areas; the number of intrastate areas for each state is shown iD 
column (1) and the code numbers of the intrastate areas in column (1A). 
Of these 212 interstate areas, 169 have primary centers in only the one 
state and are assigned to that state; 42 areas have primary centers 
in two states and are assigned to the state in which the largest (oF 
larger) primary center is located. Only the Chieago area has centers in 
three states. 

t In column (3) the number of primary centers for each state are 
shown. This number includes the number of prime-primary centers, if 
any, for each state; the latter are set forth separately in column (4). 
It should be clearly understood that the 87 prime-primary centers are 
ineluded in the 1,090 primary centers as the former is merely a special 
ease of the latter. Every prime-primary center is a primary center. The 
number of secondary centers for each state has not yet been tabulated. | 
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rendered by physicians, the several hundred helpers 
were advised to use the flow of dollars paid to physi- 
cians as the measure of the flow and direction of medical 
trade. This summation is not ideal for medical ser- 
vices, but it is the measure used in most trading area 
studies. 

WORK DONE BY STATE SOCIETIES 

Students of marketing will appreciate the difficulties 
in designating the primary centers. The first step was 
to assume a priori that each county contained a primary 
center. On the basis of that assumption we asked and 
obtained from a good many county medical societies 
maps circumscribing the territory served by the mem- 
bers of the county medical society. In practically all 
instances the area was larger than the county, some- 
times larger than several counties. The second step 
was to ask the state medical societies to designate the 
primary medical service centers. The secretary or, 
much more often, the executive secretary of the state 
medical society assumed this task. By means of volu- 
minous correspondence and many personal conferences 
the list of primary centers was finally agreed on. Dur- 
ing these discussions and in the correspondence, we 
made considerable use of other trading area studies— 
particularly those of the Curtis Publishing Company * 
and certain marketing area studies by Professor Paul D. 
Converse of the University of Illinois.* The cities of 
each state were arranged in descending order of popu- 
lation with the number of physicians and hospital beds 
shown for each city, and the larger centers were desig- 
nate as primary; some cities not so designated are 
larger than some of the designated centers. Almost 
without exception the number of primary medical ser- 
vice centers in each state exceeds the number of pri- 
mary trading centers per state in any other marketing 
study which we have examined closely during the 
past two years. Thus the selection of the primary 
medical service centers was the most important factor 
in determining the size, shape and number of medical 
service areas. In order to avoid the strait jacket of 
uniformity we did not require a minimum population 
or minimum number of physicians. 

It is not unusual in marketing area studies to desig- 
nate two and occasionally three centers in a few 
areas. Our study is peculiar in that we seem to have 
an unusually large number of areas with two or even 
three primary medical service centers. At this stage 
of the study it would appear that such a result really 
reflects the medical trading habits of the people and 
the conditions of supply. The number of areas with 
more than one primary center is somewhat larger 
than anticipated on the basis of the fine work which 
has been done in marketing studies by others. It is 
possible that the procedures followed in making this 
study have tended to produce this result. Certainly one 
and one-half centers per area, on the average, do 
not necessarily lessen the acceptability of the results; 
they may improve the results. 


COUNTIES NOT USED 


Several eminent authorities on the subject of trading 
areas have grouped counties together into areas solely 
use many of the economic data (retail sales, buying 
power, population, etc.) were not readily available for 
pieces of counties. As far as can be determined, 
authorities on marketing studies do not use counties 


2. Market Areas for S ines, Research Department, The Curtis 


ing Li 

Publishing Company, Phi eiphia, 1947. 
3. Retail Trade Areas in Illinois, Business Studies no. 4, Bureau of 
omic and Business Research, -University of Illinois, Urbana, 1946. 
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if the data are available for townships. Fortunately for 
this study, the Bureau’s punch card inventory will pro- 
vide the necessary detail on physicians by towns with 
populations of 100 or over; the task of estimating 
the population of each of these 757 irregularly shaped 
areas is proving formidable and tedious. Buying power 
data are not required for population-physician ratios, 
but their absence from this study would mean that the 
demand for medical service had not been measured. 
We may yet attempt to prorate county buying power 
data to our medical service areas. In no realm of 
economics can demand be measured by counting the 
noses of potential buyers; yet counting potential 
patients per physician has a small degree of validity 
for limited purposes because of the class price feature 
of the physician’s charges for his services and because 
of free services that he renders. At least our population- 
physician ratios for these irregularly shaped nonpoliti- 
cal areas will be “less worse” than the traditional ratios 
based on counties. The county is an anachronism 
even in government.‘ Today the county boundary is 
no barrier to trade. In particular, the physician is 
licensed to practice in a state and not in a county. 
Many of his patients in this day of rapid transportation 
reside in adjacent counties, adjacent congressional dis- 
tricts or even in an adjacent state. Hence the medical 
service area provides the only scientific grouping of 
persons and the physicians who serve them for the 
purpose of measuring the supply and distribution of 
physicians. 
TO MARKETING AUTHORITIES 

Since this study belongs in the field of marketing 
research as well as in medical economic research, a 
few comments for students of general marketing prob- 
lems will orient the results. They will note several 
features of this map and the data presented in the 
accompanying table. First, the number of areas, 757, 
is larger (and the average size smaller) than they 
would expect.’ Second, the number of areas with 
two and even three primary centers is far greater 
than they would expect. Third, as they would expect, 
most of the larger areas are in the sparsely populated 
sections. Fourth, our single set of areas for both the 
general practitioner and the specialist conceals a num- 
ber of important marketing factors; most primary cen- 
ters and some secondary centers contain both. Fifth, 
the number and extent of medical service area boun- 
daries which coincide with state boundaries will seem 
excessive to them, for state licensure laws are less 
of a barrier to interstate medical trading than the 
understandable tendency of physicians to refer their 
patients to other physicians in their own state medical 
society. Sixth, the peculiarities of the medical trading 
habits of the American people revealed in this progress 
report will not obscure the close relationship between 
the medical and the general trading habits of the people 
in all sections of the county. Seventh, the areas shown 
on this map will become more meaningful when later 
superimposed on additional maps showing hard roads, 
topography, and primary and secondary centers. 
Eighth, some of these 757 areas do agree rather 
closely with the areas which would be established by 
rigid application of Reilly’s Law of Retail Trade 
Gravitation. 

* * * * * * 


4. These comments regarding the county as an economic unit are not 
intended as an appraisal of the county as a unit for medical organization. 

5. For example, there are 498 areas in the Curtis study and 613 in 
the Hearst study (The Trading Area System of Sales Control for Con- 
sumer Durable (Goods Industries [a map], Hearst Magazines Incorporated, 
Marketing Division, 1948). 
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This is a progress report. Some of the boundaries 
and areas may yet be altered slightly. The list of 
primary and prime-primary centers is still subject to 
additions and deletions. Even the final draft will be 
subject to subsequent changes in a few years because 
new centers will be created by the federal-state hospital 
construction program (Hill-Burton Act). All trading 
habits of the people are subject to change; the boun- 
daries of political areas within the United States rarely 
change. The Bureau hopes to replace this informed 
opinion type of survey someday with a. statistical 
sampling type of survey of the medical trading habits 
of the American people. All that one can say now is 
this: Every one in the United States lives in one of 
the 757 medical service areas and there are physicians 
in each of these areas on whom persons in the area 
usually depend for their medical care; although some 
persons live near the border of each medical service 
area, and some live in counties which have no physi- 
cians, none live outside a medical service area. 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NaTIONAL Boarp oF Mepicat Examiners: Parts I and II. Various 
Centers. June 20-22, Sept. 12-14. Part Il. April 25-26. Exec. See.. 
Mr. E. S. Elwood, 225 S. 15th St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


Boarp oF Anestnesiococy, Inc. Written. Various Cen- 
Final date for filing application is April 15. Oral. April 
16-20. Sec., Dr. Curtiss B. Hickcox, 745 Fifth Ave., 


AMERICAN 
ters. July 15: 
10-14 and Oct. 
New York 27. 

AMERICAN BoarD oF INTERNAL Meptctne: Oral. Philadelphia, June 
1-3. Written. Oct. 17. Final date for filing application is May 1. Asst. 
Sec.-Treas. Dr. W. A. Werrell, 1 Main St., Madison 3, Wis. 

AMERICAN Boarp oF Neurotocicat SurGery: Oral. Chicago, June 
1949. Sec., Dr. W. J. German, 310 Cedar Street. New Haven, Conn. 

American Boarp oF Osstetrics AND Gynecotocy, Inc.: Oral. 
Ciieom, May 8-14. Sec., Dr. Paul Titus, 1015 Highland Building, Pitts- 
urgh 6. 

Boarp oF OPHTHALMOLOGY: 
St. Louis, Oct. 15-19; Boston, December. 
Rd., Cape Cottage, Maine. 

American Boarp oF Ortnoparpic Surcery. Part I. New York City, 


Oral. 
Sec., Dr. 


New York, June 11-15; 
S. J. Beach, 56 Ivie 


April 22-23; Atlanta, Ga., April 29-30; Indianapolis, May 6-7 and Denver, 
May 13-14. Part II. New York City, Jan. 1950. Final date for filing 
application for Part Il is Aug. 15. Address: Dr. Francis M. McKeever, 


1136 W. 6th St., Los Angeles 14, Calif. 
American Boarp oF OrToLarynGoLocy: New York, May 11-14; 
Chicago, Oct. 4-7. Sec., Dr. D. M. Lierle, University Hospital, lowa City. 


American Boarp oF Patuorocy: Boston, April 12-13. See., Dr. 
Robert A. Moore, 507 S. Euclid Ave., St. Louis 10, Mo. 
American Boarp oF Pepiatrics: Oral. Baltimore, May 7-9. Exec. 


Sec., Dr. Jom McK. Mitchell, 6 Cushman Rd., Rosemont, Pa. 

American Boarp oF Puystcat Mepicine. Philadelphia, June 4-5, 
Sec., Dr. R. L. Bennett, 30 N. Michigan Blvd., Chicago. 

American Boarp oF Ptrastic Surcery: Examinations are given in 
qe and November of each year in the home town of applicants. Sec., 
reas., Dr. Louis T. Byars, 400 Metropolitan Bldg., St. Louis, Mo. 
American Boarp OF PREVENTIVE MEDICINE AND Pustic HEALTH: 
Washington, D. C., May 14-16. Sec.-Treas., Dr. Ernest L. Stebbins, 615 

North Wolfe St., Baltimore. 

AMERICAN Boarp or Psycutatry anp Nevurotocy, Inc. December. 
New York City. Sec., Dr. F. J. Braceland, 102-110 Second Ave., S. W.. 
Rochester, Minn. 

American Boarp or Rapiotocy. Atlantic City, Jume 2-4. Sec., 
Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 

American Boarp or SurGery: Written. Various Centers, October 26. 
Final date for filing application is July 1. Sec., Dr. J. Stewart Rodman, 
225 S. 15th St., Philadelphia. 

American Boarp or Urotocy: Feb. 1950. Sec., Dr. Harry Culver, 
7935 Sunnyside Road, Minneapolis 18, Minn. 


BOARDS OF MEDICAL EXAMINERS 


AtapamMa: Examination. Montgomery, June 28-30. Sec., Dr. D. G. 
Gill, 519 Dexter Ave., Montgomery. 


ARKANSAS: * Little Rock, June 9-10. Sec.. Dr. L. J. Kosminsky, 
Texarkana. Eclectic. Little . June 9-10. Sec., Dr. C. H. Young, 
1415 Main St., Little Rock. 

CaLiFoRNIA: Examination, Sec., Dr. 


San -Francisco, June 20-23. 
Frederick N. Scatena, 1020 N St., Sacramento. 

Detaware: Dover, July 12-14. Sec., Dr. J. S. McDaniel, 229 South 
State St., Dover. 

om Cotumaia: * Written May 9-10. Sec., Dr. 
George C. Ruhland, 4130 Municipal Bldg ashington. 


AND LICENSURE 


Fioripa: * acksonville, June 26-28. Sec., Dr, 
Frank D. Gray, Ave., 


Georcia: es, June 8-9, Atlanta and Augusta. Reci; 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 


Guam: Endorsement. Agana Last Friday of each peel Sec., Capt. 


9 = Youngkin, Dept. of ic Health, Guam. % F.P.O., San Francisco, 
Hawatt: * Examination. Honolulu, July 11-14. Sec., Dr. S. E, 


Doolittle, 881 S. Hotel St., Honolulu. 

Ipano: Boise, July 11-13. Sec., Miss Estella S. Mulliner, Bureau of 
Occupational Licenses, 355 State House, Boise. 

I:trnots: Chicago, April 12-14. Supt. of Registration, Mr. Fred W. 


Ruegg, Capitol Bldg.. Springfield. 
InprtaNna: Examination. Indianapolis, June 21-23. Sec. Board of Medi- 
‘aul R. Tindall, 416 K. of P. Bidg., 


Sec., Dr. 


cal Registration and Examination. Dr. 
Indianapolis. 

Iowa: * Examination. lowa City, June 13-15. Sec., Dr. M. A. Royal, 
506 Fleming Bldg., Des Moines. 

Kansas: Kansas City, Jume 1-2. Sec., J. F. Hassig, 905 North 7th 
St., Kansas City, Kans. 

Kentucky: Examination. Louisville, June 15-17. Sec.. Dr. Bruce 
Underwood, 620 S. 3rd St., Louisville 2. 

Marytanp: Examination. Baltimore, June 21-24. Sec., Dr. Lewis P, 
Gundry, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 
14-15. Sec., Dr. John A. Evans, 612 West 40th St., Baltimore. 

MINNESOTA: * Minneapolis, April 19-21. Sec., Dr. J. F. Du Bois, 230 
Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Jackson, June 21-22. Asst. R. N. Whitfield, 
State Board of Health, Jackson. 

Missouri: Examination, St. Louis, May 30-31 and June 8-10. Exec. 
Sec., Mr. John A. Hailey, Box 4, Jefferson City. 

Nesraska:* Examination. Omaha, June 6-8. Dir., Bureau of Examining 
Boards, Mr. Oscar F. Humbie, 1009 State oe Building, _. n a 


Nevapa: Carson City, May 2. Sec., Dr. G. H. Ross, 112 N. 
Street, Carson City. 
New Jersey: Examination. Trenton, June 21-24. Sec. Dr. E. H. 


Hallinger, 28 West State Street, Trenton 8. 

New Mexico:* Santa Fe, April 11-12. 
141 Palace Ave., Santa Fe. 

New York: Albany, Buffalo, New York and Syracue, June 28-July 1, 
Sec., Dr. Jacob L. Lochner, 23 South Pearl St., Albany 

Nortu Carotina: Endorsement. Pinehurst, May ction. 
Raleigh, June 23-25. Sec., Dr. Ivan Procter, 226 Hillsboro St., Ralogh. 

Nortu Dakota: * Written, Grand Forks, July 5-7. Reciprocity, Grand 
Forks, July 8. Sec., Dr. C. J. Glaspel, Grafton. 

Oxcanoma: * Oklahoma City, June 8-9. Sec., Dr. 
813 Braniff Bldg., Oklahoma City. 

Orecon: * Endorsement. Portland, April 29-30. Examination. Port- 
Leet July. Exec. Sec., Mr. Howard IL. Bobbitt, 609 Failing Bidg., Port- 
an 

PENNSYLVANIA: Exavunation. Philadelphia and Pittsburgh, July. 


Sec., Dr. V. E. Berchtold, 


Clinton Gallaher, 


Acting 


Sec., Mrs. B. G. Steiner, 351 Education Bidg., Harrisburg. 
Puerto Rico: San Juan, Sept. 6-10. Sec., Dr. Luis Cueto Coll, Box 
3717, Santurce. 

Ruope Istanp:* Examination. Providence, July 7-8. Chief, Mr. T!omas 
B. Casey, 366 State Office Bldg., Providence. 

Soutn Caro.iina: Examination. Columbia, June 27-29. Endorsement. 
Columbia, May 2, Jume 27-28, Aug. 1, Sept. 5 and Oct. 3. Sec., Dr. N. 
B. Heyward, !329 Blanding St., Columbia. 

Sourn Daxota:* Examination. Pierre, July 19. Sec., Dr. G. J. 
Van Heuvelen, Capitol Bidg., Pierre. 

Texas: Examination. Austin, June 16-18. Sec.. Dr. M. H. Crabb, 
209 Medical Arts Bldg., Fort Worth 2 

Utan: Examination. Salt Lake City, July. Sec., Dept of Rexistra- 
tion. Miss Rena B. Loomis. 324 State Capitol Bldg., Salt Lake City. 

Vircinta: Examination. Richmond, June 17-18. Rectprocity. Richmond, 
June 16. Dr. K. D. Graves, 631 First St., S.W., Roanoke. 

Wasuincton: * Seattie, July. Sec., Mr. Edward C. Dohm, Department 
of Licenses, Olympia. 

Wisconsin: * Examination, Milwaukee, June 28-30. Sec., Dr. C. A. 
Dawson, Tremont Bldg., River Falls. 

Wyominc: Cheyenne, June 20. Sec., Dr. Franklin D. Yoder, Capitol 
Bldg., Cheyenne. 

* Basic Science Certificate required. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas: Examination. Little Rock, May 3. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Bldg., Little Rock. 


Cotoravo: Examination. Denver, June 1-2. Sec., Dr. Esther B. 
Starks, 1459 Ogden St., Denver. 
Connecticut: New Haven, June 11. Exec. Asst., State Board of 


Healing Arts, Miss Mary G. Reynolds, 110 Whitney Ave., New Haven 10 

District oF CotumBia: Examination. Washington, April 18-19. Sec. 
Dr. George C. Ruhland, 4130 Municipal Bldg., Washington. 

Examination. Gainesville, June 11. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesville. 

lowa: Examination. Des Moines, April 12. Sec., Dr. 
Coe College, Cedar Rapids. 

Micuican: Examination, Detroit and Ann Arbor, May 13-14. Sec. 
Miss Eloise LeBeau, 101 N. Walnut St., Lansing 15. 

Minnesota: Examination. June and Oct. Sec.-Treas., Dr. Raymond N. 


Ben H., Peterson, 


Bieter, 105 Millard Hall, Univ. of Minnesota, Minneapolis. 
Oxtanoma: April 15. Sec., Dr. Clinton Gallaher, 813 Braniff Bldg. 
Oklahoma City. 


Sec., Mr. Charles D. 
G. M. Evans, 310 E. 


Orecon: Portland, June 18, Sept. 3 and Dec. 3. 
Byrne, State Board of Higher Education, Eugene. 
Sourn Dakota: Vermillion, June 3-4. Dr. 
15th St,. Yankton. 
TENNESSEE: Memphis, July 8-9. Sec., Dr. O. W. Hyman, 874 Union 


Ave., Memphis 3 
Wisconsin: Milwaukee, June 4. Sec., Prof. W. H. Barber, Ripon 
College, Ri 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 
18:141-176 (Dec.) 1948 


Ovanr Complicating Pregnancy. R. F. Monroe, L. A. Kremer 
ar R. Witt.—p. 141. 

Cong <a Hemolytic Icterus: Report of Case. R. C. Day and Jane M. 
Day—p. 155. 

Present Day Status of Thoracic Surgery. C. J. Donald Jr.—p. 159. 


American Journal of Diseases of Children, Chicago 
75: 493-636 (April) 1948 
*Para-Aminobenzoic Acid in Treatment of Rocky Mountain Spotted Fever. 

L. E. Fraser, H. Rosenblum and J. A. Danciger.—p. 493. 

*Det-ction of Mild Types of Mediterranean (Cooley’s) Anemia. C. H. 
Ro ng a Newborn Infant: Incidence and Effect on It of Sleep. 

Elizabeth F. Gentry and C. A. Aldrich.—p. 528. 

Psychologic Management of Children with Glomerular Nephritis. E. C. 

Porsike and R. W. Lippman.—p. 540. 

Concenital Pneumonitis in Newborn Infants. J. M. Adams.—p. 544. 

Tuberculosis in Children. O. Auerbach.—p. 555. 

Larce Solitary Pancreatic Cyst and Other Developmental Errors in 
lremature Infant. Cornelia de Lange and Tieline A. E. Janssen. 

im (Lipochondrodystrophy): Review of Clinical Observations in 

is Cases. W. A. Reilly and S. Lindsay.—p. 595. 

Para-Aminobenzoic Acid in Rocky Mountain Spotted 
Fever.—Fraser and his co-workers state that 4 of 6 children 
with Rocky Mountain fever were treated with para-aminobenzoic 
acid. Three of the treated children, for whom therapy was begun 
on the eighth or ninth day of illness, responded rapidly. The drug 
was considered of definite value for these children. A child whose 
treatment was instituted on the thirteenth day died. The authors 
do not agree with previous reports that para-aminobenzoic acid 
is a drug of low toxicity, since in 1 of these children extreme 
acidosis developed. It is true that the blood level of the drug 
was extremely high. Administration of an adequate amount of 
base in some form is recommended, with careful following of the 
blood levels, urinary findings and carbon dioxide-combining 
power. The complications of delirium and mental confusion 
probably are due to varying degrees of acidosis rather than to 
the drug per se, although the disease itself may produce delirium 
and acidosis. An incidental observation of a reducing substance 
in the urine is reported. The authors say that since they wrote 
this article sodium salt of para-aminobenzoic acid has become 
available. This compound was used in later cases, and acidosis 
was not noted. A convenient dosage plan was outlined by 
Ravenel, who recommended administration of 0.5 to 1 Gm. per 
pound of body weight per day in divided doses, depending on the 
size of the child, larger patients receiving the smaller and smaller 
patients the larger dose. 

Mediterranean (Cooley’s) Anemia.—While severe forms of 
Mediterranean anemia are readily diagnosed, the milder form is 
usually overlooked. The report by Smith was prompted by 
the increasing frequency with which this milder type has been 
encountered in the Children’s Clinic of the New York Hospital 
and by the probability that it is also prevalent in other com- 
munities with large Mediterranean populations. Carriers of 
this trait constitute a potential source for the hereditary trans- 
mission of the disease. This study is based on the results of 
examinations of the blood of 181 persons in forty-seven families 
with Mediterranean anemia (familial erythroblastic anemia). 
It demonstrates the frequency of the mild form of this disease. 
While the roentgenographic changes and severe clinical mani- 
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festations that characterize the severe form of Cooley’s anemia 
are absent in the person with the mild form of the disease, the 
changes in the blood are distinctive and readily demonstrable. In 
these persons polycythemia may occur, with normal or lowered 
hemoglobin levels, and basophilic stippling may be sufficiently 
pronounced to suggest lead poisoning. The data presented sup- 
port the hereditary principles that in no family with an affected 
child were both parents free from the disease and that in every 
case of a severely anemic child’s requiring periodic transfusions 
both parents revealed abnormalities of the blood. In every one 
of the sixteen families with a severely anemic child both parents 
bore the trait for the disease. Since appropriate laboratory pro- 
cedures permit the differentiation of the carrier from the normal 
persons, it may be possible with more extensive experience to 
furnish genetic information concerning the likelihood of the 
occurrence of the severe type of this disease in future pregnancies. 


American Journal of Hygiene, Baltimore 
48 : 253-410 (Nov.) 1948 

Studies of 1943 Epidemic of Influenza A: I. Introduction. J. H. 
Dingle and others.—p. 253. 

Id.: II. Comparison of Clinical and Laboratory Characteristics of 
Influenza A and Undifferentiated Acute Respiratory Disease (ARD). 
J. H. Dingle and others.—p. 263. 

Id.: III. Reliability of Immunological Methods for Diagnosis of Influ- 
enza. J. H. Dingle and others.—p. 276. 

*Id.;: IV. Antibody Response to Infection. J. H. Dingle and others. 
—p. 287. 

*Id.: V. Distribution of Influenza Virus. J. H. Dingle and others. 
—p. 292. 

Id.: VI. Epidemiological Characteristics in Varied Types of Military 
beng and Comparison with Undifferentiated Acute Respiratory Dis- 

- H. Dingle and others.—p. 305. 

Ia: iT. Relative Frequency of Recognized and Inapparent Infections, 
Relation Between Antibody Titer and Susceptibility, and Change in 
Antibody Status of Selected Population. J. H. Dingle and others. 
—p. 324. 

Id.: VIII. General Discussion and Summary. J. H. Dingle and 
others.—p. 332. 

Laboratory Experiments with Selection of Oviposition Site by Anopheles 
Darlingi. J. de Zulueta and M. Bates.—p. 350. 

Peripheral Inoculation of Lansing Poliomyelitis Virus in Rodents: 
Susceptibility and Development of Immunity. M. R. Pinto.—p. 361. 

Experimental Studies of Variables in Neutralization Tests with Lansing 
Poliomyelitis Virus. E. J. Bell.—p. 381. 

Immunization of Monkeys with Formalin-Inactivated Poliomyelitis 
Viruses. Isabel M. Morgan.—p. 394. 

Antibody Response to Influenza A Infection.—Analysis 
of data pertaining to the antibody response to infection during 
the 1943 epidemic of influenza A indicated that agglutination- 
inhibition titers to influenza virus A began to increase, as a 
rule, within ten days after the onset of illness. Maximum titers 
were reached during the second or third week after onset. Titers 
were generally at their height near the twentieth day and 
remained at or near their highest level for at least a month. 
Average antibody titers fell three to six months after onset, 
but were still above the initial level one hundred days after 
onset in 30 patients, and a year after illness in 4 patients. Dur- 
ing the epidemic period 3 patients were observed with serologic 
evidence of infection with influenza virus B and 1 patient with 
evidence of simultaneous infection with influenza viruses A 
and B. 


Distribution of Influenza A Virus.—In a study of the 
distribution of influenza virus A during and after an epidemic, 
the agent was demonstrated only in throat washings from per- 
sons who had some clinical evidence of respiratory illness and 
whose serums showed an increase in antibodies to influenza 
virus A. Examination of washings from hospitalized patients 
and well soldiers lacking an antibody response failed to give 
evidence of the presence of the virus. The agent was detected 
in 28 of 46 patients whose illnesses were serologically diagnosed 
as influenza, and in 2 of 15 soldiers in the field whose serums 
showed an antibody response. There was no striking difference 
in the frequency of detection of virus in washings from persons 
with a slight increase in antibody titer in comparison with those 
from subjects showing a decided increase in titer. Embryonated 
eggs being used, virus was not detected in washings collected 
more than six days after the onset of illness. In contrast, evi- 
dence was obtained, by inoculation of animals, for persistence of 
virus in the throat for seven to thirty-five days after the 
onset of influenza. Further confirmation is required, since the 
possibility of cross infection in some of them cannot be excluded. 
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American Journal of Medical Sciences, Philadelphia 


216: 485-604 (Nov.) 1948 


Massive Hypertrophy of Heart with Special Reference to Bernheim’s 
Syndrome. L. R. Evans and P. D. White.—p. 485. 
"Evaluation of Esophageal Electrocardiograms in Diagnosis of Healed 


Posterior Myocardial Infarction. H. B. Burchell.—p. 492. 
Familial Interauricular Septal Defect with Mitral Stenosis (Lutem- 
bacher’s Syndrome). S. R. Courter, B. Felson and J. McGuire. 
p. 501. 


*Probably Grave Significance of Premature Beats Occurring in Angina 
Pectoris Induced by Effort. W. B. Porter.—p. 509. 

Insensible Loss of Water in Congestive Heart Failure. 
R. C. Darling and Ethel Shea.—p. 516. 

Use of Acetylcholine in Objective Determination of Circulation Time in 


C. J. D’Alton, 


Man. J. G. Schlichter, M. Wilburne and M. Grossman.—p. 523. 
Method for Studying Effect of Various Substances upon Red Cell 
Maturation In-Vitro. E. E. Hays.—p. 528. 
Observations Concerning Effects of Blood upon Action of Digitalis 
Glycoside. R. Bee Jr. and M. Friedman.—p. 534. 


R. R. McCormack and E. P. 


Congenital Hemolytic Icterus in the Negro. 

Simon.-—p. 539. 

Anicteric Hepatitis: Report of 9 Sporadic Cases. 

L. J. Thomas.—p. 545 
*Ornithosis (Psittacosis), Review with Report of 8 Cases Resulting from 

Contact with Domestic Pekin Duck. W. Wolins.—p. 551. 

Postvaccinal Encephalitis: Report of 45 Cases in New York City. 

M. Greenberg and E. Appelbaum.—p. 565. 

Roentgenologic Manifestations of Scleroderma. D. G. Pugh.—p. 571. 
Treatment of the Leukemias. G. L. Kauer Jr.—p. 581. 

Esophageal Electrocardiograms.—Purchell points out that 
when typical electrocardiographic QRS patterns exist, wherein 
the left leg is initially negative to both the right arm and left 
arm with a resulting Qe and Qs, the picture may be diagnostic 
of a previous infarction located in the posterior or diaphragmatic 
wall of the heart. When only a deep Qs is present, interpreta- 
tion of it in respect to previous infarction tends to become a 
question of statistical probability. Experience at the Mayo Clinic 
with esophageal electrocardiography in attempting to elucidate 
the Qs problem has been scattered over the past ten years. The 
conclusion has been reached that electrocardiograms made with 
the electrode in the lower part of the esophagus and stomach are 
sometimes of great value in confirming a diagnosis of healed 
posterior myocardial infarction, but sometimes they are normal! 
or are not definitely diagnostic even when the heart is known 
to contain a scar in the posterior myocardial wall. Esophageal 
electrocardiograms which might be regarded as diagnostic of 
old posterior myocardial infarction, particularly those with QS 
deflections followed by a deeply inverted T wave, have usually 
been associated with a suggestive or diagnostic QeQs3 pattern 
in the standard leads in this study. When esophageal leads are 
used to elucidate the clinical significance of a deep Qg in cases 
in which such a Qs is the only finding leading to the suspicion 
of previous myocardial infarction, the findings are frequently of 
equivocal nature. 

Premature Beats in Angina Pectoris.—In the test described 
by Porter the patient is required to exercise only sufficiently to 
reproduce the subjective symptoms from which he is seeking 
relief. This exercise procedure is carried out under the super- 
vision of a trained observer. Its type and duration vary greatly 
from patient to patient, depending on the exercise tolerance of 
the individual. Electrocardiograms are made before, during and 
after induced attacks of the primary complaint. No accidents 
have resulted from these studies. The most significant change 
in the electrocardiograms in attacks of induced angina pectoris 
has been the occurrence in 4 patients of premature ventricular 
beats. With one exception these 4 patients had few signs of 
cardiovascular disease, and resting electrocardiograms were 
equivocal in all 4. Premature beats occurring at the peak of 
induced angina and cardiac acceleration were the most significant 
changes in the electrocardiogram. The ectopic beats and pain 
disappeared with rest and cardiac slowing. In 2 of the patients 
exercise tolerance was greatly increased by quinidine sulfate, 
which prevented the occurrence of premature beats with effort. 
It is suggested that the occurrence of premature beats, especially 
pulsus bigeminus in an episode of effort angina, may have grave 
prognostic significance. Quinidine sulfate can profitably be used 
in the type of patients under discussion. The dose must be con- 
servative, 0.2 to 0.4 Gm. three times daily equally spaced during 
the period of physical activity. 


H. J. Zimmerman and 
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Ornithosis Following Contact with Domestic Pekin 
Duck.—W olins says that the prediction by Meyer and Eddie that 
barnyard fowl may be a reservoir of ornithosis is fulfilled in this 
communication in which all but 1 of the 8 clinical patients were 
in intimate contact with the domestic duck. These birds are 
grown in tremendous numbers (7,000,000 annually) on a num- 
ber of farms located in the eastern end of Long Island. Mild 
or moderate illness predominated, and there were no deaths. 
Evidences of a frank pneumonic process are not necessarily the 
accompaniment of infection, nor is there any direct correlation 
between the severity of the illness and the changes in the chest. 
The epidemiologic background of the clinical material suggests 
that immunity to ornithosis develops in many perons after long 
exposure or latent infection and that the immunity so acquired 
may wane unless there is constant reexposure. Penicillin in 
doses of 50,000 units every three hours was sufficient to produce 
prompt recovery in 4 out of 6 patients. 


American Journal of Physiology, Baltimore 
154: 185-368 (Aug.) 1948. Partial Index 


Plasma Inorganic Phosphate Concentration and Hyperventilation in Dog. 
G. 5. Campbell, E. B. Brown Jr. and F. Gollan.—p. 185. 
Effects of Altitude Anoxia on Renal Function. R. K. McDonald and 


V. C. Kelley.—p. 193. 

Effects of Alterations in Body Temperature on Properties of Con- 
vulsive Seizures in Rats. E. A. Swinyard and J. E. P. Toman. 
—p. 207. 


Excretion of Bilirubin and Bromsulfalein in Bile. A. Cantarow, C. W. 
Wirts, W. J. Snape and L. L. Miller.—p. 211. 

Renal Function in Normal Rabbits and Dogs and Effect of Urany! Salts. 
J. H. Wills and Edna Main.—p. 220. 

Unilateral Adrenalectomy, Unilateral Splanchnic Nerve Resection and 
Homolateral Renal Function. J. P. Kriss, P. H. Futcher and M. L. 
Goldman.—p. 229. 

Study of Simultaneous Right and Left Atrial Pressure Pulses Under 
Normal and Experimentally Altered Conditions. D. F. Opdyke, 
J. Duomarco, W. H. Dillon and others.—p. 258. 

Dynamic Effect of Inspiration on Simultaneous Stroke Volumes of 
Right and Left Ventricles. R. D. Seely.—p. 273. 

Cardiodynamics of Experimental Interventricular 
W. H. Dillon and H. Schreiber Jr.—p. 281. 

Comparison of Cardiac Output by Direct Method and Hamilton-Rem- 
ington Procedure. J. L. Duomarco, W. H. Dillon and C. J. Wiggers. 
—p. 290. 

Experimental Hemorrhagic Shock; Study of Its Production and Treat- 
ment. QO. Glasser and I. H. Page.—p. 297. 

Mechanism of Arterial Pressure Response to Valsalva Test: 
Its Use as Indicator of Intactness of Sympathetic Outflow. 
Sarnoff, Esther Hardenbergh and J. L. Whittenberger.—p. 316. 

Cardiac Effects of Intravenous Injection of Small Volumes of Strongly 
Hypertonic Solutions. W. W. Walcott and I. J. Deyrup.—p. 328. 

Nervous Control of Cervical Portion of Esophagus. K. Hwang, M. IL 
Grossman and A. C. Ivy.—p. 343. 

Effect of Secretin and Pancreozymin on Amylase and Alkaline Phos 
phatase Secretion by Pancreas in Dogs. C. C. Wang, M. I. Grossman 
and A. C. Ivy.—p. 358. 


American Journal of Psychiatry, New York 
105:321-400 (Nov.) 1948 


Atemic Energy in Medicine. J. Z. Bowers.—p. 321. , 

Recent Progress in Research on Neurophysiologic Basis of Morphine 
Addiction. A. Wikler.—p. 329. p 

Report of Spontaneous Recovery in 2 Cases of Advanced Schizophrenic 
Organismic Stagnation. O. H. Boltz.—p. 339. 

Hospital Treatment of Dementia Praecox. D. M. Hamilton and J. H. 
Wall.—p. 346. 

Exploratory Training Technic for Re-Education of Catatonics. P. E. 
Roland.—p. 353. : 

Psychoanalytic Contribution to Treatment of Behavior Problems ™m 
Children. S. Lorand.—p. 357. 

“Impaired Cerebral Functions in Chronic Brucellosis. N.S. Apter, w. C. 
Halstead, C. W. Eisele and N. B. McCullough.—p. 361. 

Verbal Hallucinations and Activity of Vocal Musculature: Electromyo 
graphic Study. L. N. Gould.—p. 367. - 
Fatalities Resulting from Treatment with Subshock Doses of Insulin. 

N. Malamud.—p. 373. 
Value of Rorschach Test in Differential Diagnosis. R. J. Young.---p. 381. 
Group Psychotherapy with Psychotic Patients and Their Relatives. W. D. 
Ross.—p. 383. 


Impaired Cerebral Functions in Chronic Brucellosis.— 
This report by Apter and his associates is based on studies of 10 
patients with brucellosis who were evaluated by the internist, 
neuropsychiatrist and experimental psychologist. Four case his- 
tories which point up characteristic changes in the 10 patients 
are presented. Patients with brucellosis with severe personality 
changes may also have a measurable impairment of intelligence. 
The degree of impairment for some is comparable with that seen 
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in patients with surgical removal of the prefrontal lobes. The 
clinical patterns in the first 3 cases reveal measured impairment 
of biologic intelligence and a deterioration of adaptive capacities 
or ego functions. Evidence for disturbances in ego functions 
were obtained by three methods: the clinical psychiatric, by 
which changes in social relations were evaluated in respect to 
the basic personality structure; the neuropsychologic, by which 
biologic intelligence was quantitatively estimated, and the intern- 


_ ist’s evaluation, by which the primary diagnosis was established 


and the possibility rendered remote that other concurrent dis- 
eases were responsible for the observed brain damage. The 
patients with chronic brucellosis who have deficiencies in biologic 
intelligence may present a distinct clinical picture. They com- 
plain of headache, easy fatigability, inability to return to work, 
loss of former skills, insomnia and decreased ability to adapt in 
social situations. Their psychiatric state is characterized by 
defects in the intellectual sphere, impoverished emotional expres- 
sion, reduction in motility, inability to plan for the future and 
failure to establish ordinary rapport. 


American Journal of Surgery, New York 


76: 461-636 (Nov.) 1948. Partial Index 


Traumatic Rupture of Gallbladder and Liver: Report of Case with 
Generalized Bile Peritonitis. C. E. Newell.—p. 466. 

Perioration of Small Intestine from Non-Penetrating Abdominal Trauma. 
bh. M. Bosworth.—p. 472. 

*Role of Chemotherapy in Wounds and Surgical Infections: Study of 
Significance of Gram-Negative Pathogens in Fresh Trauma and 
Chronie Infections. D. Ackman and F. Smith.—p. 483. 

Significance of Gram-Negative Pathogens in Reconstructive Surgery. 
J. Gerrie—p. 490. 

Late Joint Changes as Result of Internal Derangements of Knee. R. K. 
Ghormley.—p. 496. 

Some Uses of Undetached Omentum in Surgery. J. E. Canmnaday. 
502. 

Twenty-Five Easy Ways of Getting into Trouble in Care of Fractures. 
F. B. Gurd.—p. 506. 

Experiments on Holding Powers of Various Types of Metallic Internal 
Fixation for Transcervical Fractures of Femur. P. H. Harmon, 
D. R. Baker and J. H. Reno.—p. 515. 

En Results in 77 Consecutive Fresh Fractures of Neck of Femur. 
|. T. F. Gallagher.—p. 525. 

Intracapsular Fractures of Neck of Femur: Follow-Up Report of 130 
Patients Treated by Internal Fixation with the Smith-Petersen Nail. 
C. S. Neer and H. L. McLaughlin.—p. 528. 

Trauma Resulting From Atomic Explosions. R. P. Parsons.—p. 559. 

Massive Extradural Hematoma. J. Raaf.—p. 567. 

Restoration and Preservation of Arterial Continuity Following Trauma. 
L. Breidenbach and J. W. Lord Jr.—p. 578. 

“Management of Venous Thrombosis and Pulmonary Embolism Following 
Injury to Extremities. F. B. Aurin and L. G. Herrmann.—p. 586. 
“Local Application of Aluminum Foil and Other Substances in Burn 
Therapy. W. A. Brown, A. W. Farmer and W. R. Franks.—p. 594. 
Herniation of Fascial Fat: Cause of Low Back Pain. D. C. Hucherson 

and J. R. Gandy.—p. 605. 

Amputation of Extremities. S. A. Swenson Jr. and J. D. Bisgard. 

—p. 610. 


End Results of Certain Procedures in Surgery of Trauma. W. C. 
Smith.—p. 619. 

Management of Compound Facial Injuries. J. B. Brown and M. P. 
Fryer.—p. 625. 


“Electric Burns of Head and Arm. with Residual Damage to Eyes and 

Brain. J. P. North.—p. 631. 

Chemotherapy in Wounds and Surgical Infections.— 
Ackman and Smith dealt in a previous report with contamina- 
tion of fresh wounds and preexisting infections with gram-posi- 
tive pyogenic bacteria. In this paper they discuss the significance 
of gram-negative pathogens in fresh trauma and preexisting 
infections as reflected in clinical and bacteriologic studies on 54 
patients from the surgical wards of the Montreal General Hos- 
pital. They stress that gram-negative pathogens are not frequent 
contaminants, since only 26 cases with such contaminants were 
detected in over 250 cases of fresh trauma and 28 cases in over 
300 surgical infections. They are most often found in lesions 
of the lower extremities. In fresh trauma, despite their per- 
sistence, these organisms show almost no tendency toward 
invasive infection when sound wound management is applied 
and circulation is adequate. Consequently delayed revision 
surgery and skin grafting may be done with relative impunity. 
In preexisting surgical infections with gram-negative pathogens, 
revision grafting or surgery is almost equally immune when 
local and general physiologic conditions are satisfactory, even 
though contamination be gross. Adequate blood supply and all 
other physiologic conditions should be zealously protected’ in 
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every wound or surgical infection. These physiologic conditions 
are well maintained locally by occlusive compression dressings 
that are infrequently changed. The authors believe strongly 
in the role played by these dressings in wound healing. Such 
bacteriostatics and antibiotics as they have used topically, includ- 
ing sulfathiazole, penicillin and streptomycin in cream bases, 
have failed to eliminate gram-negative pathogens in 54 cases 
of fresh trauma and surgical infections. Streptomycin in a 
cream base has quickly and regularly caused “fast” organisms 
in 4 instances. Contrary to these results the authors have been 
greatly encouraged in this work by these more recent experi- 
ences with streptomycin. When. invasion by gram-negative 
organisms does occur, intramuscular administration of strepto- 
mycin has given encouraging results in a few instances so far 
observed. The authors have seen an apparent synergistic effect 
between penicillin and streptomycin in 1 instance. 


Venous Thrombosis and Pulmonary Embolism Follow- 
ing Injury to Extremities.—Aurin and Herrmann observed 
that the incidence of venous thrombosis in patients who have 
sustained injury to the legs is almost 12 per cent, while venous 
thrombosis in general surgical patients is only about 2 per 
cent. They review observations on 92 patients with fractures 
‘of the pelvis or lower extremity who were admitted to their 
hospital in the course of three months. Among this group there 
were 12 cases of venous thrombosis with or without pulmonary 
embolism. These 12 cases are analyzed. They feel that the 
real solution to the problem lies in the prevention of venous 
thrombosis rather than in limitation of the process. It is most 
important, therefore, to examine each patient carefully for 
evidence of venous thrombosis so long as he remains bedridden. 
Among patients with fractures of the lower extremities there 
are many elderly persons who are particularly susceptible to 
the development of venous thrombosis. Since the occurrence 
of deep venous thrombosis is so closely related to inactivity and 
recumbency, early and continued active motion while the patient 
is still in bed is an important prophylactic measure. Measures 
preventive of stasis of blood in veins of the lower extremities 
such as frequent change of position, elevation of the foot of the 
bed and, most important, movement of the muscles of the lower 
extremities must be carried out. Once peripheral venous throm- 
bosis has occurred, early recognition of its presence is essential 
to proper therapy. Its limitation to the affected extremity and 
the prevention of pulmonary embolism are best accomplished by 
the use of anticoagulant therapy. 

Aluminum Foil in Burn Therapy.—Brown and his asso- 
ciates show that aluminum foil, at a thickness of 0.001 inch, can 
readily be molded on the contours of the body. Thicker foils 
were found to be more unwieldy. On the other hand, foil as 
thin as 0.0004 inch has been used and, although it could be 
applied with ease, fragmentation occurred, with the result that 
its removal piece by piece from the burn surface on the tenth 
day was tedious. All foils were permeable sheets; holes trans- 
mitting light could be seen when a sheet was held up to light. 
The application of aluminum foil to the burn surface is per- 
formed as follows: 1. After adequate sedation, the burn area 
is cleansed with 1 per cent aqueous cetyltrimethylammonium 
bromide (cetavalon®); sluiced clean with saline solution and 
blotted dry with a sterile towel. 2. Dry aluminum foil which 
has been sterilized by autoclaving is smoothed by hand onto the 
burn surface. 3. The routine pressure dressing is then applied 
over the foil. Aluminum foil has been used as the initial dress- 
ing for burns in 50 cases. For comparison portions of the burn 
surface of 9 patients treated with aluminum foil were covered 
with one of four other metals. The local results at ten days in 
8 cases were equal to the remaining areas covered with aluminum 
foil. The gold and silver leaf was found to be fragmented and 
adherent to the dressings or the burn surface. Aluminum foil 
diminishes the maceration of a burn surface. The method 
appeared to facilitate the dispersion of exudate to the periphery 
of the burn. No evidence of toxicity was found. Titanium 
dioxide exposure cream as a burn ointment was irritating; it 
produced pain, delay in healing and possibly caused destruction 
of epithelial remnants. Massive doses of ascorbic acid admin- 
istered to burn patients quickly corrected the ascorbic acid 
depletion, but the systemic reaction to thermal burns was not 
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changed by this treatment. Blood glutathione levels were not 
influenced by thermal burns and bore no consistent relationship 
to changes in serum ascorbic acid levels. 

Electric Burns of Head with Residual Damage to Eyes 
and Brain.—North shows that even though voltage may be 
known the actual quantity of current (amperage) cannot be 
calculated in a case of electrical injury because of the wide range 
of the resistance offered by different body tissues. Survival of 
the patient is determined more by the path which the current 
takes through the body than by its intensity. There is general 
agreement that a current passing through the chest is most 
likely to be lethal, because of its effects on the heart. The 26 
year old man whose case is reported by North was on the roof 
of a house which was being moved, fending off overhanging 
electric wires. It appears that he was grasping a metallic strip 
along the ridge of the roof with his left hand. A wire, carrying 
a current of 7,200 volts, made contact with the metal strip. 
The patient later recalled a blinding flash and believed that as 
he recoiled the back of his head touched a second high tension 
wire. The patient sustained a severe electric burn of head and 
arm. Although his left arm had to be amputated at the shoulder 
he survived the injury. , The burn on the back of his head was 
grafted. Virtually the entire occipital bone sequestrated and 
was removed. Bilateral cataracts and optic nerve atrophy 
developed. The brain underlying the burned area was injured, 
leaving him with obvious but diminishing residual damage to 
the occipital lobe, cerebellum and parietal cortex. Despite 
improvement with the passage of time, some of these residual 
changes are expected to be permanent. 


American Practitioner, Philadelphia 
3:197-260 (Dec.) 


Anatomic Evaluation of Jet Injection Instrument Designed to Minimize 
Pain and Inconvenience of Parenteral Therapy. F. H. J. Figge and 
D. J. Barnett.—p. 197. 

Hoffmann Reflex. J. G. Weiner.—p. 207. 


Fetal Care in Obstetrics. A. W. Diddle and R. J. Jennett.—p. 209. 


Hepatitis Clinical Evaluation. G. G. Duncan.—p. 214. 
Amebiasis in Veterans of World War IL. M. A. Spellberg and S. Zivin. 
p. 221. 

Intestinal Obstruction at Extremes of Life: Report of 2 Cases. M. J. 
Loeb p. 227. 

Anticonvulsant Drugs: History and Development of Drugs Used in 
Treatment of Epilepsy. R. N. DeJong.—-p. 233. 

“Conditions Commonly Mistaken fer Coronary Occlusion and Angina 


Pectoris. 

Conditions Mistaken for Coronary Occlusion and Angina 
Pectoris.—Sprague states that while the electrocardiograph has 
added immeasurably to our ability to recognize myocardial 
infarction, in inexpert hands it has been overused to diagnose 
coronary disease on the basis of nonspecific changes which occur 
with infections, with a multitude of disturbances in vagosympa- 
thetic balance and in metabolic, chemical, nutritional and other 
disorders. Coronary artery disease, by definition, implies that 
its victim is potentially in danger of sudden death, whereas this 
is rarely true of the conditions mistaken for angina pectoris and 
other gradations ef coronary insufficiency, including myocardial 
infarction. The author cites a report by Herrick in which 
twenty-eight conditions were listed that had been confused with 
coronary occlusion. Sprague is concerned chiefly with the fol- 
lowing : pulmonary embolism, acute pericarditis, dissecting aortic 
aneurysm, ectopic cardiac rhythms and cerebrovascular attacks. 
As conditions confused with angina pectoris he mentions: (1) 
herpes zoster with pain preceding the skin eruption by several 
months; (2) cardiospasm, often aggravated by tobacco; (3) 
esophageal ulcer and (4) cardiac neurosis. A careful history 
is more important than any test in the diagnosis of angina pec- 
toris, or other gradation of coronary insufficiency, short of that 
producing electrical disturbances in heart muscle. Beyond the 
critical limits of myocardial ischemia which is reflected by elec- 
trocardiographic abnormalities, the clinician must, if possible, 
determine the amount of heart damage attributable to coronary 
disease and that due to the temporary acute insult, such as 
pulmonary embolism, hemorrhage, severe exertion, abnormal 
rhythm, anoxia or other disturbance of coronary equilibrium. 
The greater the strain on the circulation, the less the underlying 
coronary disease that need be predicated when the electrocardio- 
gram indicates myocardial anoxia. 


H. B. Sprague.—p. 238. 
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Observations on Visceral Pain: I. Visceral Tenderness. F. H. Bentley, 
—p. 881. 

“Hemophilia: Problem of Surgical Intervention for Accompanying Dis. 
eases; Review of Literature and Report of Case. C. G. Craddock Jr,, 
L. D. Fenninger and B. Simmons.—-p. 888. 

“Reduction of Intassusception by Barium Enema: Clinical and Experi- 
mental Study. M. M. Ravitch and R. M. McCune Jr.—p. 904. 

Primary “Inflammatory” Carcinoma of Breast: Report of 5 Cases and 
Review of Literature. B. A. Donnelly.—p. 918. 

“Silent Gallstone: Ten to Twenty Year Follow-Up Study of 112 Cases, 
M. W. Comfort, H. K. Gray and J. M. Wilson.—p. 931. 

Thoraco-Abdominal Approach for Portacaval Anastomosis with Case 
Report of Portacaval Shunt Employing This Method. V. P. Satinsky, 

p. 938. 

Right Thoraco-Abdominal Approach. J. P. Heaney and G. H. Hum- 
phreys II.—p. 948. 

Experience with Three Thousand Cases of Brachial Plexus Block; Its 
Dangers: Report of Fatal Case. J. S. de Pablo and J. Diez-Mallo, 

p. 956. 
Femoral Hernia: Technie of Repair. 
Results of Treatment of Perforation of Esophagus. 
p. 971. 

Treatment of Pancreatic Cysts. J. Gurwitz and A. Hurwitz.—p. 976, 

Oral Streptomycin in Surgery of Large Bowel: Production of Secondary 
Hypoprothrombinemia. R. A. Herfort and S. Standard.—p. 987. 

Control of Common Iliac Artery During Sacroiliac Disarticulation 

_ (Hemipelvectomy). R. A. Wise.—p. 993. 

Severe Crushing Injury to Chest: Report of Case Having Extensive 
Bilateral Rib Fractures Successfully Treated by Pericostal Skeletal 
Traction. M. H. Williams.—-p. 1006. 

Herniation of Heart: Through a Pericardial Incision. 
and W. J. Tannenbaum.—p. 1012. 

Mycetoma——-Madura Foot: Case of Mycetoma Pedis in Chicago. R. Green, 
T. C. Bolton and C. L. Woolsey.—p. 1015. 

Cholecystitis Due to Giardia Lamblis in Left-Sided Gallbladder. J. M. 
McGowan, C. C. Nussbaum and E. W. Burroughs.— p. 1032. 
Surgical Intervention in Hemophilia.—Craddock and his 

associates call attention to the fact that there is lack of unanim- 
ity of opinion as to the best course to follow in patients with 
hemophilia in whom acute surgical conditions develop. \fter 
a review of the literature, the authors present the history of a 
patient, aged 27, who had hemophilia and required an operation 
for appendicitis. This patient died four days after operation in 
spite of intensive antihemorrhagic therapy. Necropsy revealed 
pulmonary edema, bilateral hemothorax and a large bloo« clot 
in the appendical bed extending along the right peritoneal 
gutter from the pelvis to the liver. There was also an exterisive 
hematoma at the site of the abdominal wound, not communicat- 
ing with the peritoneal cavity. The mortality following internal 
surgery in established cases of hemophilia is relatively high. 
Of 4 previously reported patients in whom the diagnosis of 
hemophilia was unequivocal, 2 died from hemorrhage following 
operation, while 2 recovered. The other eleven reports of 
internal surgical procedures in patients with bleeding tendencies 
were excluded from this analysis because of inadequate basis for 
the diagnosis of hemophilia. If these were included, the total 
number of recoveries following operation would be 11 with 
only 4 deaths, or a mortality rate of 26.7 per cent, a figure the 
authors believe to be erroneously low. They discuss the sig- 
nificance of continued hemorrhage in the presence of a normal 
in vitro clotting time and of its relation to the fundamental 
defect in hemophilia. Emphasis is placed on the failure of the 
coagulation time to indicate the severity of the hemorrhagic 
tendency or the degree of response to treatment, the difficulty 
in choosing a suitable case for operation and the great difference 
in controlling internal hemorrhage as opposed to bleeding from 
an external site. 


Reduction of Intussusception by Barium Enema— 
Ravitch and McCune direct attention to the high mortality rate 
resulting from the surgical treatment of intussusception. 
Describing the barium technic, they say that as soon as the 
presumptive diagnosis of intussusception is made, the child is 
taken to the fluoroscopic room. At the same time, the operating 
room is alerted. Without anesthesia, an unlubricated Foley bag 
catheter is inserted in the rectum. The bag is distended with 
20 to 40 cc. of air according to the size of the patient, and 
barium is permitted to run in from a height of 3 feet (91.4 cm.). 
It is important not to lubricate the catheter, as it will then be 
more easily retained. It is essential for an assistant to squeeze 
the buttocks together throughout the procedure. The barium 
usually runs rapidly to the intussusception, which it outlines, 
producing a concave meniscus. The ends of the meniscus 


J. E. Strede.—p. 965. 
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proximally until suddenly the intussusceptum gives ground. 
The meniscus flattens out, then begins to deepen again, and so 
on. This may take place quickly. At other times there is a 
stubborn hang at one level or another and then sudden progress. 
The chief difficulty may be in deciding on completeness of reduc- 
tion at the cecum. By displacing the cecum laterally one may 
see barium well up in the small bowel. If complete reduction is 
not achieved, the child is permitted to expel the enema and the 
effort is repeated. If the third such injection is unsuccessful, 
operation is performed. The authors stress that reduction by 
hydrostatic pressure is a safer primary intervention in intus- 
susception than is surgical treatment. 


The Silent Gallstone: Study of 112 Cases.—Comiort and 
his associates found wide divergence of opinion and a lack of 
accurate data in the literature on the problem of the silent 
gallstone. In the hope of supplying some of the data not now 
available but necessary for the decision regarding treatment of 
the silent gallstone, a long term follow-up study of all cases in 
which gallstones were found incidentally during the course of 
some other abdominal operations at the Mayo Clinic was car- 
ried out. The records of 998 such cases were reviewed. Many 
of these were discarded as unsuitable for a long term follow-up, 
because the operation had been for cancer. Many others, includ- 
ing those with duodenal ulcer, were discarded because some of 
the abdominal symptoms might have been due to the chole- 
lithiasis. Follow-up letters were sent to 184 persons. Replies 
were received from 115. One hundred and twelve cases were 
consilered suitable for study. In 61 cases no symptoms devel- 
oped. In the 51 cases in which symptoms occurred, 30 patients 
complained only of dyspepsia and 21 experienced painful seizures. 
Five of the 21 patients experiencing painful seizures also had 
jaundice. Cholecystectomy may be advised but need not be 
urged. if the patient prefers to accept the chance of experiencing 
painful seizures or the increased risk of surgical treatment in 
the event the complication of calculous disease of the biliary 
tract appears. Many patients will prefer to have gallstones 
removed in order to eliminate the threat of painful seizures or 
severe complications. Others, knowing the higher risk of sur- 
gical intervention should complications develop, will prefer to 
take the chance that no symptoms will develop. Surgical treat- 
ment of the silent gallstone may be classified as optional or 
elective surgery, but surgical intervention should not be post- 
poned after symptoms, and more especially after attacks of colic 


appear. 
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The Many-Sided Pusey. O. H. Foerster.—p. 923. 

Tumors of Testicle with Dermatologic Sequelae. T. W. Murrell and 
A. W. Pepple.—p. 930. 

*Therapeutic Value of Ammoniacal Silver Nitrate in Fungonus Infections 
of Nails. W. J. Nickersom and S. J. White.—p. 935. 

Penicillin Therapy of Yaws and Serologic Results. C. R. Rein, T. H. 
Sternberg, J. H. Dwinelle and A. J. Sheldon.—p. 942. 

*Tocopherols (Vitamin E): Treatment of Lupus Erythematosus; Pre- 
liminary Report. J. F. Burgess and J. E. Pritchard.—p. 953. 

Penicillin in Treatment of Experimental Syphilis of Rabbits: IV. 
Synergistic or Additive Activity of Penicillin by Oral Administration 
with Oxophenarsine Hydrochloride (““Mapharsen”) by Intravenous and 
Intramuscular Injection and Bismuth Salicylate by Intramuscular 
Injection. J. A. Kelmer.—p. 965. 

Causative Diagnosis of Contact Dermatitis: II. Classification of Patterns 
on Hands. G. L. Waldbott and J. J. Shea.—p. 975. 

Low and High Temperature Coal Tars in Treatment of Eczema and 
Psoriasis: Clinical Investigation and Evaluation. J. G. Downing and 
C. W. Bauer.—p. 985. 

In Vitro Studies of Microsporon Audouini Infection of Hair. H. M. 
Robinson Jr.—p. 991. 

Prurigo of Hebra. A. T. Zavaleta and A. M. Mom.—p. 998. 

Sites of Deposition of Silver in Argyria: Special Reference to Axillary 
Glands. D, Roersma and B. L. Baker.—p. 1009. 

Familial Steatocystoma Multiplex: 12 Cases in Three Generations. R. A. 
Noojin and }. P. Reynolds.—p. 1013. 

Tribromoethanol (“‘Avertin”) in Treatment of Neurodermatoses. L. G. 
Beinhauer.—p. 1019. 

Treatment of Early Syphilis with Sodium Penicillin: Preliminary Report 
with Comparison of Results with 4,800,000 Units, Administered in 
Seven and a Half Days, with Smaller Dosages. J. Q. Blackwood, 
V. Scott and E. G. Clark.—p. 1028. 


Ammoniacal Silver Nitrate in Fungous Infections of 
Nails.—Nickerson and White show that the results of treatment 
of fungous infections of the nails or onchomycosis have been dis- 
appointing, although many medicaments and methods have been 
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tried. While conducting experimental work on the physiologic 
aspects of pathogenic fungi, Nickerson conceived the idea that 
the problem might be solved by the use of a substance that was 
fungicidal and which also could penetrate keratin. Such a 
substance was found in ammoniacal silver nitrate. Penetration 
by the ammoniacal silver nitrate was demonstrated by roent- 
genograms of the nails and by histologic study. Patients with 
fungous infections, proved by scraping and by culture, were 
treated with weekly applications of an ammoniacal silver nitrate 
solution. No unfavorable reactions were noted. Nine of 16 
patients have been cured. “Cure” is demonstrated by the growth 
of normal-appearing nail tissue and normal mycologic observa- 
tions. The remaining 7 were definitely improved and, as of the 
date of writing, continued to receive treatment. Because of 
the highly unusual property of penetrating nail tissue, reaching 
the nail bed and thus exerting direct fungicidal action on the 
hitherto unapproachable fungi, ammoniacal silver nitrate appears 
to offer a better prospect for cure of these extremely stubborn 
conditions than any previous method of treatment. 


Tocopherols (Vitamin E) in Lupus Erythematosus.— 
With the knowledge that the administration of tocopherols 
(vitamin E) had demonstrated an ability to regenerate collage- 
nous tissue in a case of noduloulcerative granuloma with lipoidal 
deposits, indistinguishable from necrob‘osis lipoidica diabeticorum, 
it seemed logical to Burgess and Pritchard that certain other 
entities which have been grouped as diseases affecting primarily 
collagenous ground substance should be investigated and treated 
in similar manner. Eleven of the cases of lupus erythematosus 
treated by the authors have been described in some detail, because 
of observations resulting from close and frequent clinical and 
histologic studies made during tocopherol therapy. Other 
patients, 25 in all, have been similarly treated, and the pattern of 
response to treatment was similar in that some favorable curative 
effects have been obtained. Superficial lesions clear up more 
quickly with this form of treatment. Deep infiltrative lesions 
require more intensive and prolonged treatment, and the results, 
while not so spectacular as in the superficial type of disease, are 
progressive. 
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Quantitative Hypothermal Method for Production of Local Injury of 

Tissue. G. M. Hass and C. B. Taylor.—p. 563. 

Testicular Tumors: I. Seminoma and Teratoma. R. E. Scully and A. R. 

Parham.—p. 581. 

Varices, Congenital Syphilis, Tuberculosis amd Secondary Tumors of 
Esophagus: Histologic Observations. J. F. Majeranowski.—p. 608. 
Pulmonary Emboli Composed of Contents of Amniotic Fluid. E. R. 

Jennings and B. E. Stofer.—p. 616. 

Mast Cells: Their Distribution in Various Human Tissues. J. Janes 

and J. R. McDonald.—p. 622. 

Pancreatitis Accompanying Hepatic Disease in Dogs Fed High Fat, Low 
Protein Diet. S. Lindsay, C. Entenman ard IL. L. Chaikoff.—p. 635. 
*Cholecystitis: Study of Intramural Deposits of Lipids in 23 Selected 

Cases. R. E. Weismann and J. R. McDonald.—p. 639. 

Congenital Cysts of Lung: Repert of Case with Successful Pneu- 

monectomy. A. C. Webb.—p. 658. 

*Craniolacunia: Report of 6 Cases, with Review of Literature. J. P. 

Wyatt and H. Goldenberg.—p. 667. 

Intramural Deposits of Lipids in Cholecystitis.—W cis- 
mann and McDonald say that although less frequent in occurrence 
than cholesterosis, or “strawberry gallbladder,” large intracellular 
deposits of lipoid materials are not uncommonly observed in the 
subserosal layers of diseased gallbladders. This study is con- 
cerned with a review of the clinical data and examination of the 
tissue removed at operation at the Mayo Clinic in 23 cases of 
inflammatory disease of the gallbladder. The presence of 
advanced complicated inflammatory lesions of the gallbladder in 
these 23 cases was not associated preoperatively with correspond- 
img clinical evidence of a severe infection or a purulent intra- 
abdominal disorder. Furthermore, except for the | postoperative 
death, infection or sepsis did not complicate the recovery from 
the surgical procedures. The local lipid disturbances in the 
walls of the gallbladder were associated with active perforating 
purulent lesions, but there was not clinical evidence of significant 
bacterial activity. Obstruction of the cystic duct with resultant 
stasis or imprisonment of bile occurred in most, if not all, of 
these cases. In addition to many of the usual histopathologic 
changes seen in inflammation of the gallbladder, the 23 specimens 
revealed excessive deposits of lipids in either an intramural or 
a pericholecystic location. For the most part, the lipid deposits 
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occurred in large mononuclear phagocytes or giant cells. The 
lipids were associated with three types of histopathologic pictures, 
namely, a xanthomatous granulomatous reaction, fat necrosis and 
intramural areas of dense cellular infiltration with necrosis and 
“abscess” formation. The histopathologic evidence is suggestive 
of a chemical origin of the cholecystitis and would explain the 
paucity or absence of clinical signs of infection or sepsis. Chem- 
ical determinations of lipid fractions of the tissues from 5 of the 
gallbladders indicated that the cholesterol and the cholesterol 
esters were increased. When fat necrosis predominated, there 
was an increase in the fatty acid fraction. When the other char- 
acteristic lipid lesions were seen, the fatty acid fraction was only 
slightly increased. 

Craniolacunia.— According to Wyatt and Goldenberg cranio- 
lacunia is an abnormality affecting fetal skulls and is charac- 
terized by a variable netlike or arborizing pattern of bony ridges, 
which sharply delineate and separate small rounded depressions 
or defects on the inner surface of the bones of the cranial vault. 
Synonyms for this condition include “relief skull,” “trabecular 
skull,” “lacunar skull” and “cranial lacunous osteogenesis.” 
Reviewing the earlier literature, the authors call attention to the 
frequent association of this condition with meningocele and with 
the Arnold-Chiari malformation. At the authors’ hospital cra- 
niolacunia has been observed at necropsy in 6 of 62 stillborn 
and neonatal infants in one year, when a total of 2,757 deliveries 
took place. Four of the 6 infants found to have craniolacunia 
were stillborn. All of the 6 infants were girls. The diagnosis 
of craniolacunia is made either during life by roentgenographic 
studies or at necropsy by direct inspection, by transillumination 
or by use of postmortem roentgenography. The skull, on post- 
mortem examination, may show widened sutures or fontanels 
and may feel plastic. The areas of rarefaction, the lacunas, give 
rise to an arborizing network of ridges. The presence of defects 
in brain and cord should evoke closer examination of the skull 
to demonstrate craniolacunia. The pathologic investigation of 
stillbirths and neonatal deaths tends to be cursory. Therefore, 
reports of the morbid anatomy of lacunar skull and associated 
anomalies are scanty. A more detailed necropsy study of this 
group may possibly reveal a greater incidence of neuroembryo- 
logic defects and shed further light on the histologic aspects and 
the causation. 
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“Dietary Factors and Hepatic Injury. E. A. Sellers.—p. 403. 
Intravenous Ethy! Alcohol in Treatment of Status Asthmaticus in Chil- 


dren. H. L Bacal and S. Pedvis.—p. 410. 

Two Fatal Cases of Botulism from Home-Bottled Asparagus. C. E. 
Dolman and Donna E. Kerr.—p. 412. 

*Visceral Manifestations of Disseminated Lupus Erythematosus. V. O. 


Hertzman and D. S. Munroe.—p. 415. 

Vascularization of Myocardial Capillary Bed by Arterialization of 
Cardiac Veins: Experimental Study. J. D. Stenstrom.—p. 420. 

*Anuria Following Electroshock Therapy. K. F. Clute and G. W. Fitz- 
Gerald.—p. 426. 

Diuretic Effects of Estrogens in Last Four Months of Pregnancy. Elinor 
F. E. Black.—p. 431. 

Hereditary, Familial and Acquired Ptosis of Late Onset. Roma Amyot. 
——p. 434. 

Neohetramine and Thephorin: Two New Antihistaminic Dsugs. T. H. 
Aaron and L. H. Criep.—p. 438. 

Infectious Polyneuritis and Related Syndromes. L. D. Wilcox.—p. 441. 

The Questionable Importance of Blood Changes in Coronary Occlusion. 
J. H. B. Hilton, W. M. Cameron, E. S. Mills and S. R. Townsend. 
—p. 447. 

Studies in Progressive Lipodystrophy. 
J. A. Drummond.—p. 452. 

Treatment of Carcinoma of Cervix Uteri. A. M. Evans.—p. 458. 

Pregnancy and Tuberculosis. S. Kobrinsky.—p. 462. 

Cyclopropane in Cesarean Section. J. A. Brown.—p. 464. 


Dietary Factors and Hepatic Injury.—Sellers reviews 
recent observations concerning the role of nutrition in the 
development of hepatic lesions. It is possible to produce cir- 
rhosis by prolonged feeding of diets low in choline and in the 
substances from which it is synthesized. Moreover, dietary 
deficiency in sulfur-containing amino acids such as cystine and 
methionine is capable of producing massive lobar necrosis in 
rats. This is not a consistent result, and the relationship of 
methionine and cystine to the disease is not clear. At present 
their lack must be regarded as a contributory rather than a 
causal factor. A remarkable degree of repair may take place 
in experimental cirrhosis produced by carbon tetrachloride. 


H. Baxter, M. A. Entin and 


CURRENT MEDICAL LITERATURE & 


Choline or its precursors are necessary in the repair process. 
There is no evidence that combinations of the lipotropic fac- 
tors or increased total intake of these substances causes a greater 
degree of recovery than the presence of an adequate amount of 
a single lipotropic factor in an otherwise adequate diet. 


Visceral Manifestations of Lupus Erythematosus.— 
Hertzman and Munroe point out that when the presenting lesion 
of lupus erythematosus is in the skin, the diagnosis is compara- 
tively simple, but it should be remembered that the initial 
symptoms may be arthritis, fever, pleurisy or lymphadenopathy, 
Proved cases of this type are not frequent even in large general 
hospitals. The 11 cases reviewed in this report were seen in 
the course of three and one-half years at the Vancouver Gen- 
eral Hospital. The youngest patient was 17, and the oldest 49 
years old; 6 were in their twenties. The sex ratio is generally 
about 5 to 1 in favor of women. In this group of 11 cases there 
was only 1 male. The onset is usually insidious, and the course 
may be marked by remissions and exacerbations. The remissions 
may last months. In this group the average duration between 
onset of symptoms and death was twenty months. The shortest 
was five months; the longest was three and one-half years. The 
diagnosis of disseminated lupus erythematosus may be extremely 
difficult, especially before skin lesions are present. Joint pains 
are likely to be confused with rheumatic fever or rheumatoid 
arthritis. Patients presenting a fever of unknown origin and 
leukopenia bring many conditions into the differential diagnosis, 
These include tuberculosis, the typhoid group and undulant 
fever. Roentgenologic and laboratory examinations will exclude 
these. Subacute bacterial endocarditis will be considered, but 
blood cultures are sterile in disseminated lupus. Secondary 
syphilis may have to be excluded where generalized lympha- 
denopathy is associated with fever and a skin rash. A positive 
blood Kahn reaction adds to the difficulties. Differentiation will 
be based on the lack of exposure or primary lesion, and the low 
titer of the Kahn reaction. The urinary findings have to be 
differentiated from those of glomerulonephritis. The causation 
of disseminated lupus erythematosus remains obscure. Direct 
exposure to sunlight and the injection of allergenic substances 
such as tuberculin are to be avoided. Gold therapy is contra- 
indicated. Once the disease is established therapy is purely 
symptomatic. 

Anuria Following Electroshock Therapy.—Clute and 
FitzGerald report the case of a man, aged 59, who was subjected 
to electroshock therapy with a dose of 110 volts and 450 milli- 
amperes for 0.3 second. The patient had a typical grand mal 
convulsion with no immediate complications. The following 
morning he stated that he had not passed any urine since the 
shock treatment and complained of aching in the lumbar region 
and nausea. Catheterization on March 3 disclosed only 1 ounce 
(30 cc.) of urine in the bladder. Various measures to stimulate 
urinary excretion were without avail, and the patient died of 
anuria. The authors observed close similarity of the renal 
lesions to those seen in the crush syndrome and in a number of 
other conditions. Cytologic changes in the renal tissue proved 
insignificant in contrast with the complete renal failure. 
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Management of Acute Coronary Thrombosis and Its Complications. S. A. 
Levine.—p. 985. 
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Bandages. E. J. Orbach.—p. 995. 

Bilateral Cavernous Sinus Thrombophlebitis: Complete Recovery in Case 
with Multiple Systemic Complications. T. L. Bucky, W. J. Lahey 
and P. Kunkel.—p. 996. 
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Cancer Facilities in Connecticut. C. Barker.—p. 1055. 

Cancer of Skin. J. Wolf.—p. 1057. 

Cancer of Breast. L. S. McKittrick.—p. 1062. 

Cancer of Oral Cavity. A. W. Ough*erson.—p. 1066. 

Laboratory and Other Procedures Useinl in Diagnosis of Cancer. J. c. 
Leonard.—p. 1073. 

Status of Cancer in Connecticui. J. R. Miller.—p. 1076. 

Cancer of Prostate. W. F. Leadbetter.—p. 1079. 

Cancer of Colon and Rectum. E. J. Ottenheimer.—p. 1086. 
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America’s Fight Against Cancer. C. S. Cameron.—p. 1096. 
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3:335-392 (Nov.-Dec.) 1948 
*Unsuspected Syphilis in Older Persons. M. Thewlis and E. T. Gale. 


p. 335. 
* Hemoglobin Level in Old Age. => i Howell.—p. 346. 


Twenty-Four Surgical and Fourteen Non-Surgical Cases. J. L. DeCourcy. 
—p. 353. 

Anesthesia and Supportive Therapy for Operations on Elderly Patients 
with Special Reference to Reduction of Operative Risk. J. S. Lundy. 


Senile Disorders of Gait, Including So-Called “Senile Paraplegia. 


M. Critchley.-—p. 364. 

Habits in Aging Heart Patients. L. F. Bishop.—p. 371. 

Unsuspected Syphilis in Older Persons.—According to 
Thewlis and Gale unsuspected, unadmitted syphilis is 
rather common in old age. Syphilis should always be suspected 
in obscure illness. Tertiary syphilis may show up in persons 
infected thirty or forty years before. The first signs of heredi- 
tary syphilis may not appear until after the age of 50. The 
serologic and spinal fluid examinations may not yield any clue. 
Syphilis may cause symptoms suggesting almost any known 
disease. It may produce a background against which hereditary 
epilepsy shows up, causing cardiovascular symptoms. Multiple 
tests for syphilis are essential when diagnosing chronic illnesses. 
Many conditions may be caused by unsuspected syphilis. Among 
these are gallstones, peptic ulcer, appendicitis, bronchiectasis, 
epileptiform seizures, asthenia, hypertension, atrophic or hyper- 
trophic arthritis, carcinoma, disease of the central nervous sys- 
tem, long continuous fever, endarteritis, diabetes and other 
diseases. Leg ulcers are commonly found. Serologic tests may 
he baffling. The spinal fluid Wassermann reaction may be 
positive while the gold curve and other tests remain negative 
in results. Older clinicians used potassium iodide internally 
and red mercuric iodide injections. This treatment often proved 
satisfactory. Penicillin in large doses (5,000,000 to 8,000,000 
units in divided doses) may be given to an ambulatory patient. 
One must always be prepared for a Herxheimer reaction in 
these cases. It is safer to begin treatment with iodides, then 
bismuth compound, followed by penicillin. In treating syphilitic 
coronary artery insufficiency and syphilitic aortitis, iodides and 
bismuth compound are employed. A fever reaction within 
twenty-four hours after treatment may be disregarded. The 
patient must be kept under observation for the remainder of 
his life. Discovery of old syphilis and proper therapy may 
prolong life and save much suffering. 

Hemoglobin Level in Old Age.—Howell says that whereas 
in the past many writers have stated that the level of hemoglobin 
in the blood of old persons is diminished, more recent authors 
have seen no alteration. The author presents studies on several 
groups of aged persons, which revealed that old persons are 
not anemic. 
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Metabolism of Brain Tissue Slices and Suspensions From Various Mam- 
mals. K. A. C. Elliott—p. 473. 
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K. A. C. Elliott and W. Penfield.—p. 485. 
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Schreiner, D. B. Lindsley and H. W. Magoun.—p. 501. 

Excitation in Relation to Voltage Changes Along Nerve Surface. G. M. 
Schoepfle—p. 509. 


Journal of Neurosurgery, Springfield, Ill. 
5:507-588 (Nov.) 1948 


Neurosurgery Comes of Age. C. Pilcher.—p. 507. 

‘Technic of Prefrontal Lobotomy. J. L. Poppen.—p. 514. 

Cell Stations in Upper Sympathetic Chain: Evidence that Functional 
Regeneration of Sympathetic Nerves in Man Occurs Only in Post- 
ganglionic Neurones. O. R. Hyndman, J. Wolkin and M. W. van 
Allen.—p. 521. 

Precocious Puberty of Intracranial Origin. C. E. Troland and Carroll A. 
Brown.—p. 541. 

Surgical Relief of Spasticity ih Paraplegic Patients: II. Peripheral 
Nerve Section, Posterior Rhizotomy, and other Procedures. L. W. 
Freeman and R. F. Heimburger.—p. 556. 

Radial-Median Anastomosis. F. Turnbull.—p. 562. 


Technic of Prefrontal Lobotomy.—Poppen describes a 
technic of prefrontal lobotomy which he has used since 1943 
in 470 patients. A surgical mortality of 1 per cent indicates its 
safety. The technic is simple and rapid, but most important is 
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the fact that the white tissue is visualized as it is divided with 
the electrocoagulation suction unit. Two parallel incisions, 
usually 4 cm. in length, in a sagittal plane are made in line 
with the pupil of each eye, extending just to the anterior border 
of the coronal suture on each side. The scalp edges are retracted 
and a button of bone, 2.5 cm. in diameter, is removed by means 
of a special trephine. The dura is opened with a semicircular 
incision, with the pedicle toward the midline. A wedge of 
cortex is cleanly excised through each opening, thus exposing 
the white tissue. A ventricular needle is inserted in the direc- 
tion of the edge of the lesser sphenoid wing in line with the 
anterior horn of the lateral ventricle. If the lateral ventricle is 
normal in size, the needle will just skirt the anterior edge of 
the anterior horn. In many of these patients, however, the 
ventricular system is enlarged and the needle may enter the 
ventricle. In such instances the needle is withdrawn and directed 
slightly more anteriorly ; the point of the needle will contact the 
orbital plate. The needle track serves as a guide. It is fol- 
lowed with the electrosurgical suction instrument and the white 
tissue divided in a sweeping motion from side to side. This 
procedure is performed under direct vision, care being taken 
that all tiny bleeding points are controlled. All the white tissue 
is divided on the medial inferior quadrant to the lateral ventricle, 
and this is completed under direct vision with a lighted brain 
retractor. The white digitations in the gyri can readily be seen 
and divided. The incisions made through the white tissue are 
irrigated to remove bits of fragmented brain. The dura is 
closed. The bone buttons are replaced and the scalp sutured. 


New Jersey Medical Society Journal, Trenton 
45:519-568 (Nov.) 1948 
Modified Electro-Shock Therapy and Rapid Treatment of Mental Illness. 
V. J. Riggs.—p. 521. 
Clinical Experience with New Oxytocic. J. N. Pannullo.—p. 523. 
Treatment of Colles’ Fracture. B. L. Clement.—p. 524. 
Selection of Anesthesia for Patient with Medical Complications. H. S. 
Ruth.—p. 527. 
“Streptomycin in Type B Hemophilus Influenzae Meningitis. E. R. 
O'Brian, R. T. Shipman and C. P. DeFuccio.—p. 535. 
Mechanics of Gastro-Intestinal Roentgenology. G. H. Stein and M. 
Kraemer.—p. 539. 
Diagnostic Booby Traps. H. S. Read.—p. 546. 
a Survey of Two Thousand Operations. A. S. Harden. 
—p. 548. 
Management of Surgical Emergencies in Newborn. B. M. Hogg. 
—p. 552. 
Dietary Management of Diabetes Mellitus. Selma Weiss.—p. 554. 
Streptomycin in Type B Hemophilus Influenzae Men- 
ingitis.—O’Brian and his associates record the results obtained 
in 9 consecutive cases of meningitis caused by type B Hemo- 
philus influenzae treated with streptomycin at the Jersey City 
Medical Center. The intramuscular dose was 20 mg. per pound 
of body weight per day, divided into eight equal doses, admin- 
istered every three hours. The intrathecal dose was 25 to 75 mg. 
daily, given as a single dose. The diluent was isotonic sodium 
chloride solution, usually 10 cc. Sulfadiazine was used in con- 
junction with the streptomycin in all cases. Although strepto- 
mycin alone has effected cures, the authors do not feel that 
sulfadiazine should be withheld from these patients. The 
dosage of sulfadiazine was 1 to 3 grains per pound (0.13 Gm. 
per kilogram) of body weight per day. The age range of the 
patients was from 7 months to 3 years, with 7 of the patients 
under 2 years of age. Eight of the 9 patients recovered. The 
authors conclude that a combination of streptomycin and sulfa- 
diazine constitutes adequate therapy in the cases of mild and 
moderate meningitis due to type B Hemophilus influenzae. 
In cases of severe disease and in patients who do not respond 
to this therapy, type-specific rabbit serum should also be used. 


Ohio State Medical Journal, Columbus 
44: 1073-1180 (Nov.) 1948 


Coma. M. H. Fischer.—p. 1105. 

Case of Amebic Lung Abscess Treated with Emetine. H. S. Applebaum 
and J. S. Frankel.—p. 1110. 

Brown Modification of Wiltberger-Miller Pregnancy Test. A. L. Brown. 
—p. 1113. 

Medicine and the Changing Order—Industrial Medicine. W. F. Ashe. 
—p. 1115. 

Treatment of Selected Cases of Bone Sarcoma by Resection and Bone 
Transplantation. D. B. Phemister.—p. 1119. 

Early Recognition and Treatment of the More Common Neurologic Dis- 
eases. I. M. Scheinker.—p. 1123. 
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Public Health Reports, Washington, D. C. 
63: 1439-1482 (Nov. 5) 1948 


Hospital Beds for the Tuberculous. R. J. Anderson.—p. 1440. 
Problem of Hospitalization of the Tuberculous. W. B. Tollen.—p. 1441. 


63: 1483-1506 (Nov. 12) 1948 


Q Fever Studies in Southern California: IV. Occurrence of Coxiella 
burneti in Spinose Ear Tick, Otobius megnini. W. L. Jellison, E. J. 
Bell, R. J. Huebner and others.-p. 1483. 

Industrial Sickness Absenteeism: Males and Females, 1947, and Males 
First and Second Quarters, 1948. W. M. Gafafer.—p. 1489. 

A Knee Stanchion. F. J. Krueger.—p. 1498. 


63 : 1507-1534 (Nov. 19) 1948 


Chronic Iilness and Socio-Economic Status. P. S. Lawrence.—p. 1507. 
Leprosy: Factors in Public Health Management. G. W. McCoy. 


—p. 1522. 
63: 1535-1566 (Nov. 26) 1948 


Airplane Application of DDT for Emergency Control of Common Flies 
in Urban Community. C. W. Krusé.—p. 1535. 


Radiology, Syracuse, N. Y. 
$1:611-766 (Nov.) 1948 

Hip Lesions of Infants and Children Seen at Newington Home and 
Hospital for Crippled Children. G. W. Heublein, L. Bernstein and 
B. J. Hubenet.—p. 611. 

Radiologic Features of Neurofibromatosis. J. F. Holt and E. M. Wright. 

Pp. 647. 

*Sickle-Cell Anemia in Adults: Roentgenographic Findings. O. Legant 
and R. P. Ball.—p. 665. 

Polyostotic Fibrous Dysplasia (Albright’s Syndrome) and Its Com- 
parison with Dyschondroplasia (Ollier’s Disease): Correlation of Radi- 
ologic and Pathologic Findings. L. R. Sante, W. Bauer and R. M. 
O' Brien.—p. 676. 

Occult Meningocele of Sacrum: Report of 3 Cases. V. W. Archer, 
G. Cooper Jr. and C. V. Cimmino.—p. 691. 

*Radiologic Changes in Sickle-Cell Anemia. S. H. Macht and P. W. 
Roman.—p. 697. 

Roentgen Therapy for Carcinoma of Larynx: Fifteen Years Experi- 
ence. W. Harris, R. Kramer and S. M. Silverstone.—p. 708. 

*Study of Hands of Radiologists. Nancy K. Braasch and Margaret J. 
Nickson.—p. 719. 

35-mm. Unit for Cinefluorography. J. S. Watson Jr. and S. Weinberg. 

p. 728. 

Sickle Cell Anemia in Adults.—The purpose of this report 
by Legant and Ball is to describe the roentgenographic findings 
in 26 cases of sickle cell anemia in adults seen at the Presby- 
terian Hospital in New York since 1930. Particular attention 
is given to the appearance of the bones. The roentgenologic 
aspects reflect the long-standing anemia and the peculiar throm- 
botic tendency in this disease. The abnormality most frequently 
found was cardiac enlargement. The abnormalities of the bone 
observed in this group consisted of: (1) generalized osseous 
demineralization, 11 cases; (2) a biconcave deformity of the 
vertebral .bodies which is believed to be the result of bone 
softening, 4 cases; (3) patchy cortical thickening of the long 
bones, 7 cases, which might be due to infarction, and (4) localized 
bone infarcts, 5 cases, not unlike those seen in caisson disease. 
Four of the 26 cases showed nothing abnormal on the roent- 
genograms. A unique case is reported in which a serial roent- 
genographic study was made of an infarction of two vertebral 
bodies from its inception to the healing stage. 

Roentgenologic Changes in Sickle Cell Anemia.— Macht 
and Roman review 48 cases of proved sickle cell anemia indexed 
in the records of the Baltimore City Hospitals during the years 
1936 through 1947. Twenty-nine of the patients were children 
under 14 years of age. All cases of sickle cell trait (sicklemia) 
without anemia were excluded from this series. The more 
common observations have been cardiac enlargement, skeletal 
disturbances involving the long bones and pneumonia. The 
roentgen manifestations of changes in bone have been noted to 
occur later than the clinical findings of heat, swelling and 
tenderness. These destructive bone changes are transitory and 
may be missed unless serial roentgen examinations are per- 
formed. Since sickle cell anemia is a systemic disease and may 
manifest itself in many ways, roentgenologic study should be 
correspondingly complete. 

A Study of the Hands of Radiologists.—Braasch and 
Nickson say that during the annual meeting of the Radiologic 
Society of North America in 1946 a study of the hands of 
radiologists was undertaken. The incidence of abnormalities in 
the finger ridges among radiologists was 48 per cent as compared 
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with 1.8 per cent of an unexposed group. The incidence of ridge 
abnormality increased with years of exposure to 100 per cent 
for those who had practiced more than thirty-five years. The 
use of lead gloves was not a routine practice in most cases. The 
incidence of ridge abnormality was 48 per cent among those who 
professed to use lead gloves. Photographing the nail fold area 
and examining these photographs for abnormalities of the 
terminal vessels, the superficial vascular plexus and the papillary 
border of the corium revealed about the same abnormalities as 
are seen in aged persons without exposure to radiation. The 
changes appear to be induced at an earlier age among radiologists 
than among unexposed persons. 


Southern Medical Journal, Birmingham, Ala. 
41:1061-1146 (Dec.) 1948 


Health, Manpower and Universal Military Training. L. A. LeDoux. 
—p. 1061. 

Traumatic Radiculitis in Low Back Pain: Multiprop Bone Graft for 
Fusion. A. T. Moore.—p. 1065. 

Comparative Effects of Tetraethylammonium Chloride and Lumbar Sympa- 
thetic Block on Blood Flow in Lower Extremities in Peripheral Vas- 
cular Diseases: Report of Three Cases. W. J. Hollis, J. E. Holoubek 
and E. F. Chanton.—p. 1076. 

*Rectal Lymphogranuloma. T. R. Adams, M. Edwards and R. E. Netter- 
ville.—p. 1080. 

*Treatment of Bilateral Renal Diseases. A. E. Goldstein.—p. 1086. 

Arteriosclerosis, The Great Killer. R. D. Baker.—p. 1089. 

An Evaluation of Use of Beta Rays in Ophthalmology. J. I. Moore. 
—p. 1092. 

Alternating Idiopathic Spontaneous Pneumothorax. J. W. Cooch.—p. 1094. 

Ovarian Surgery in General Hospitals: Three-Year Comparison of Con- 
trolled and Uncontrolled Series of Patients. W. N. Jones and H. H. 
Thomas.—p. 1099. 

Impacts of General Ethical and Social Trends upon Medical Care and 
upon Medical Education. E. Hull.—p. 1103. 

Status of Anesthesia in Southern Medical Association Area: Report of 
Survey of 1,500 Hospitals. F. E. Woodson.—p. 1105. 

*Use of Stilbestrol for Endometriosis: Preliminary Report. K. J. Karnaky. 
—p. 1109, 

Gynecomastia Associated with Primary Liver Cell Carcinoma. M. H. 
Bernstein Jr.—p. 1111. 

Is Diabetes a Problem of the South? R. E. Fox.—p. 1114. 

Pregnancy in the Diabetic. D. M. Paton.—p. 1118. 

Oral Aureomycin in Therapy of Streptomycin-Resistant Granuloma 
Inguinale. R. B. Greenblatt, R. B. Dienst, C. Chen and R. West. 
—p. 1121. 

Rectal Lymphogranuloma. — Adams and his co-workers 
treated 62 patients, 60 women and 2 men between the ages of 
20 and 55, with rectal lymphogranuloma with stricture forma- 
tion, by complete excision of the diseased bowel. Forty patients 
showed only rectal involvement, 11 showed involvement into 
the sigmoid, 5 involvement from the anus up to the descending 
colon, 3 involvement as high as the splenic flexure and 3 showed 
involvement of the rectum and colon as far as the hepatic flexure. 
This extent of the lesions justifies the point of view that total 
excision of the involved tissues is the best way to treat these 
cases. The two stage abdominoperineal operation, as advocated 
by Lahey, was used in 23 cases. It has proved to be a satis- 
factory method and is still useful in the depleted patients. There 
were 14 one stage Miles abdominoperineal resections, which may 
be preferred to the Lahey operation except in the seriously ill 
patients. There were 5 deaths among the 62 patients under- 
going resection, a mortality rate of 8.1 per cent. Fifty-seven 
patients survived; 9 of them were followed for less than two 
years, 23 for two to five years and 22 for more than five years. 
All are getting along satisfactorily, have gained weight from 
a few pounds to as many as 140, and are now able to carry on 


their usual occupations. 


Bilateral Renal Disease.—According to Goldstein, a bilat- 
eral surgical renal disease is a frequent occurrence. Three 
hundred and eight of 7,500 urologic patients studied (16.3 per 
cent) had bilateral renal disease. One hundred and eighty-three 
of these patients were less than 40 years of age; therefore the 
importance of early recognition and early correction. Eighty- 
three were operated on. Some of them were operated two, three 
and as many as ten times. Both kidneys were operated on in 28 
cases. Nephrectomies, nephrotomies, pyelolithotomies, renal 
suspensions and in several cases prostatectomies were performed 
on these patients to relieve them of their condition. Eleven 
patients were in extreme condition and died before any operation 
was performed. Only 4 patients died after their operation. The 
remaining 79 patients operated on lived from one to twenty-one 
years. Both conservative and radical surgery may be necessary. 
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Ten per cent and sometimes less of renal reserve seems to be 
sufficient to permit a patient to tolerate a renal operation. 
Operations should be done in stages in bilateral renal disease. 

Diethylstilbestrol for Endometriosis.—Karnaky treated 
37 women with endometriosis, 3 of them with endometriosis of 
the incision, 4 in the posterior fornix, 3 with pelvic endometriosis 
diagnosed by biopsy or laparotomy, and 27 diagnosed by detailed 
histories and thorough physical examination, by oral admin- 
istration of uncoated tablets of diethylstilbestrol. The initial 
dosage was 0.5 mg. every night for three nights, and every 
fourth night the dosage was increased 1.0 mg., until 5.0 mg. was 
being taken. Five milligrams was given every night until the 
patient began to spot or bleed, and then 10 mg. was given every 
fifteen minutes until bleeding stopped. The nightly dose of 10 
mg. was continued until the patient again spotted or bled and 
was then increased to 15 mg. and the next time to 20 mg. The 
purpose was to keep the patient amenorrheic. Diethylstilbestrol 
dosage had to be increased about every two or six weeks because 
after a patient has been taking a certain dose over a period of 
time she will begin to bleed again. By the increase in the dosage 
the patient is again made amenorrheic. A pelvic examination 
was made every seven to ten days in order to determine when 
the bound down endometrial masses and pelvic organs had 
become freely movable and to keep the patient under constant 
observation during the administration of these large doses of 
diethy!stilbestrol. If the pelvic organs had become freely mov- 
able, the treatment was gradually discontinued. It usually 
requires three to six months for the desired results. Pento- 
barbital! sodium rectal suppositories were used to control nausea 
at the beginning of the treatment. Endometriosis is not stimu- 
lated t) grow by large continuous doses of diethylstilbestrol, 
but small doses of the drug may stimulate it. Endometrial 
implant. of the incision and in the posterior cul-de-sac which 
were blue and which bled before diethylstilbestrol was given 
have not returned to the blue color nor have they bled after 
diethy!stilbestrol had been discontinued for six, eight to twelve 
months. Five patients became pregnant after diethylstilbestrol 
was discontinued. This preliminary report suggests that diethyl- 
stilbestrol is no panacea for the treatment of endometriosis but 
might become a valuable adjunct in the treatment. 


Surgery, Gynecology and Obstetrics, Chicago 
87;641-758 (Dec.) 1948 


*Pattern of Vasospasm Following Acute Arterial and Venous Occlusions: 
Micro-Metric Study. H. Laufman, W. B. Martin and S. W. Tuell. 
641. 

Use of Moe Plate in Treatment of Intertrochanteric Fractures. T. A. 
Lamphier, A. W. Trott and J. H. Shortell.—p. 652. 

“Effects of Various Types of Sympathectomy upon Vasopressor Responses 
in Ilypertensive Patients. R. W. Wilkins, J. W. Culbertson and 
R. H. Smithwick.—p. 661. 

Fecal Continence Following Resections of Various Portions of Rectum 
with Preservation of Anal Sphincters. E. A. Gaston.—p. 669. 

Radical Excision of Inguinal and Iliac Lymph Glands: Study Based 


Upon 450 Anatomical Dissections and Upon Supportive Clinical 
Observations. E. H. Daseler, B. J. Anson and A. F. Reimann. 
—p. 679. 


“Intra-Arterial Transfusion: Experimental and Clinical Considerations: 
R. L. Robertson, I. H. Trincher and E. W. Dennis.—p. 695. 

Urinary Tract Changes in Cervical Carcinoma. W. K. Diehl and J. M. 
Hundley Jr.—p. 705. 

Method of Repair for Common Type of Traumatic Incontinence of Anal 
Sphincter. W.. Birnbaum—p. 716. 

Tuberculosis of Cervical Lymph Nodes: Present Surgical Status. C. W. 
Lester.—p. 719. 

Surgical Anatomy of Cystocele and Urethrocele with Special Reference 
to Pubocervical Fascia. B. H. Goff.—p. 725. 

Studies on Eck Fistulas in Dogs: Simple Technic for Preparation of 
Portacaval Anastomosis with Aid of Clamp. S. Freeman.—p. 735. 

Technic of Low Thigh Amputation. W. D. Holden.—p. 739. 

Blood Bank Organization. P. I. Hoxworth.—p. 744. 


Vasospasm Following Acute Arterial and Venous 
Occlusions.—Laufman and his associates say that their interest 
in the problem of vasospasm following vascular occlusions arose 
while studying the response of mesenteric vessels to intestinal 
strangulations. They were impressed by the importance of 
residual vasospasm in the involved vasculature following release 
of the strangulations at operation. Such vasospasm apparently 
had a decisive influence on the recoverability of strangulated 
bowel. The study also showed that regardless of whether the 
Strangulations were primarily venous or arterial, vasodilating 
measures were of great value in resuscitation. In 40 animals 
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the superior mesenteric vein was clamped with a rubber-tipped 
artery forceps from twenty minutes to two hours and twenty- 
nine minutes. The pattern of behavior of the smaller radicals 
following venous mainstem occlusion can be summarized as a 
moderate dilatation of the veins and marked spasm of the 
arteries. After release of the occlusion, the vein soon returns 
to its normal caliber, while the artery persists in a state of 
residual vasopasm for varying periods of time. Capillary 
behavior following venous occlusion generally is one of dilata- 
tion, but certain areas are in spasm at the same time. The same 
technic as was used in the case of the vein was used for occlu- 
sion of the superior mesenteric artery in 21 dogs. In arterial 
occlusion there is an arterial and a venous spasm. After release 
of arterial occlusions, reactive hyperemia occurs, but during 
this state the precapillary artery remains in spasm. “Sludge” 
formation (Kniseley) is seen in the smaller vessels during both 
arterial and venous occlusions. Minute thrombi form easily in 
the spastic vein during arterial occlusion and may propagate, 
thus accounting for segmental venous thrombosis in arterial 
occlusive disease. This observation makes it unnecessary to 
postulate the presence of periarterial inflammation as a venous 
irritant in the production of venous thrombosis. 

Various Types of Sympathectomy and Vasopressor 
Responses in Hypertension.—Wilkins and his co-workers 
investigated the effects of the surgical removal of various por- 
tions of the sympathetic nervous system on the vasopressor 
responses of patients to standard stimuli. The subjects were 
mainly hypertensive patients, selected for surgical sympathec- 
tomy. They were studied before and again approximately two 
weeks after the operations. Certain patients were studied at 
longer intervals. Measurements were made with the patients 
lying quietly on the tilting ballistocardiograph. Sympathetic 
nervous stimuli were applied, including tilting into the upright 
position, production of reactive hyperemia in the limbs, the 
Valsalva experiment, the cold test and mental arithmetic. With 
the sudden stopping of a blood-pressure-lowering procedure the 
presence of vasoconstriction could be demonstrated by the 
appearance of a brief hypertensive overshoot. The authors 
stress that overshoots of arterial pressure appearing quickly 
after the cessation of blood-pressure-lowering procedures fur- 
nish a means of grading the amount of sympathetic nervous 
vasopressor reactivity of human subjects. The grade of vaso- 
pressor reactivity of a subject is markedly decreased or abolished 
after extensive bilateral sympathectomy. It is less affected by 
less extensive sympathetic denervations. The grade of vaso- 
pressor reactivity is not necessarily related to the resting level 
of arterial pressure of a subject. The abolition of overshoots 
of arterial pressure in hypertensive patients appears highly 
desirable. . 

Intra-Arterial Transfusion.— Under a pressure greater 
than that of the mean arterial blood pressure an infusion will 
enter the arterial system. The increased pressure and flow 
will be conducted throughout the entire system, as far proxi- 
mally as the aortic valves. There will be an immediate increase 
in arterial pressure and volume. Under the conditions of shock, 
in which there is lowered blood pressure, decreased blood 
volume and reduced tissue perfusion, an intra-arterial infusion 
will act to restore to normal levels all three deficiencies. The 
authors describe a method for the rapid administration of blood 
intra-arterially with experimental observations and report of 
its clinical application in 12 patients. Their results substan- 
tiated the premise on-which earlier investigators worked; that 
is, an immediate and sustained response is effected, with rapid 
rise in blood pressure and restoration of blood volume. Admin- 
istration of blood by this method is indicated primarily in the 
treatment of shock resulting from a rapid decrease in blood 
volume and which fails to respond adequately to conventional 


therapy. Other measures to combat shock or hemorrhage, such’ 


as the administration of stimulants, oxygen, intravenous infusion 
and transfusion, can be used simultaneously. Intra-arterial 
transfusion involves the sacrifice of an artery and is a procedure 
which should be reserved for extreme emergencies after con- 
ventional methods of therapy have failed. Active bleeding from 
a wound, peptic ulcer or traumatized organ is not in itself a 
contraindication for intra-arterial transfusion, provided there is 
a possibility of control of the hemorrhage. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


British Heart Journal, London 
10:141-212 (July) 1948 


"Pathogenesis of Left Bundle Branch Block. H. Rasmussen and T. Moe. 
p. 141. 
Erosion of Ribs in Coarctation of Aorta: Note on History of Pathog- 
nomonic Sign. W. Dock.—p. 148. 
Coarctation of Aorta: Review of 23 Service Cases. M. Newman.—p. 150. 
“The Right Precordial Lead. H. Vesell and B. Shorr.—p. 158. 
Coronary Artery Aneurysm with Occlusion Due to Calcified Thrombus. 
N. Ashton and Mary Munro.—p. 165. 
Heart Block in Osteitis Deformans. C. V. Harrison and B. Lennox. 
p. 167. 


Ventricular Complexes in Heart Block. H. B. Kay.—p. 177. 


Regenerative Capacity of Mammalian Heart Muscle. E. W. Walls. 
p. 188. 
Incipient Symmetrical Peripheral Gangrene Complicating Paroxysmal 


Tachycardia. D. G. Abrahams.—p. 191. 
Tuberculous Pericarditis. A. A. F. Peel.—p. 195. 

Left Bundle Branch Block.—Rasmussen and Moe say that 
in the course of previous investigations relating to the electro- 
cardiogram in hypertension and in aortic incompetence they 
reached the conclusion that the left bundle branch block cardio- 
gram might be caused by gross enlargement of the left ventricle 
apart from any local lesion of the bundle branch. In the present 
investigation they have sought to test this hypothesis further 
by an analysis of the clinical, radiologic and necropsy findings 
in a series of 100 cases presenting permanent left bundle branch 
block in the cardiogram. It was found that diseases affecting 
the left ventricle, such as hypertension and aortic valvular dis- 
ease, predominated in this material, occurring in 72 per cent of 
cases, and that a considerable degree of left ventricular enlarge- 
ment occurred with about the same frequency. In 14 cases 
there were reasons for presuming the existence of local damage 
to the left branch of the bundle, of which the most important 
cause was probably cardiac infarction involving the ventricular 
septum. Investigation suggests that the left bundle branch 
block electrocardiogram is due to enlargement of the left heart 
five times as often as to a local lesion of the left branch of the 
bundle. The authors believe that the left ventricular hyper- 
trophy curve and the left bundle branch block curve represent 
different degrees of retarded conduction to the left side of the 
heart and that, therefore, no sharp distinction between them is 
necessary. Both imply, in most but not in all cases, a consider- 
able degree of left ventricular enlargement, and both are found 
in association with diseases that affect the left side of the heart. 


Right Precordial Lead.—According to Vesell and Shorr 
recent studies in clinical electrocardiography have indicated the 
desirability of taking multiple precordial leads as a general 
routine practice. They review data on the right precordial lead 
CF, and describe the characteristics of this lead in 265 patients 
without heart disease. They review variations of the T wave, 
in particular, in CF, in relation to changes in position of the 
patient, electrical axis of QRS, presence of a prominent Q wave 
in lead 3 and in left ventricular strain. In 2 patients, CF, was 
taken before and after the occurrence of a posterior myocardial 
infarction and revealed the development of characteristic 
changes. These characteristic changes in CF: were found in 
each one of 35 cases of recent myocardial infarction of the 
posterior wall. The authors discuss the diagnostic value of 
lead CF, in infarction of the posterior wall and direct attention 
to the usefulness of this lead in (1) locating the side of bundle 
branch block, with CF, or CFs: (2) evaluation of left ventricular 
enlargement, particularly from displacement by the diaphragm ; 
(3) possibly of right ventricular enlargement, and (4) in pos- 
terior wall infarction. It has also been used for better record- 
ing of auricular activity and as an aid in the diagnosis of 
. tricuspid insufficiency. 


British Journal of Dermatology and Syphilis, London 
60: 359-398 (Nov.) 1948 


Brazilian Pemphigus Foliaceus (Wild Fire). O. G. Costa.—p. 359. 


Generalized Angiomatosis Simplex Cutis Following an Erythema Mor- 
billiforme Probably Caused by Use of Pyribenzamine. 
and W. A. Yacullo.—p. 368. 

Case of Unilateral 
—p. 371. 

Cutaneous Hypersensitivity to Penicillin. 


M. Oppenheim 
D. Cappon. 
B. Phillips.—p. 375. 


Lentigines with Mental Deficiency. 
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British Journal of Ophthalmology, London 


32: 793-856 (Nov.) 1948 


Visual Purple and Photopic Luminosity Curve. 


—p. 793. 
Scleral Resection in Treatment of Retinal Detachment (Preliminary 


Report). S. Philips.—p. 811. P 
Fatty Embolism of Retinal Artery Found in Eyes after Enucleation and 
Orbital Exenteration. A. Loewenstein and J. Foster.—p. 819. 
Atrophia Gyrata Choroideae et Retinae. J. Saebg.—p. 824. 
Intra-Ocular Phakomata—Report of 3 Cases. R. F. Lowe.—p. 847, 


British Medical Journal, London 
2:889-926 (Nov. 20) 1948 


Physiologic Basis of Neuromuscular Disorders. H. Dale.—p. 889. 
Flocculation Tests: Chemical and Clinical Significance. N. F. Maclagan. 


——p. 892, 
"Conservative Treatment of Placenta Praevia. W. G. Mills.—p. 896, 


*Diagnosis of Latent Tetany: with Observations on Effect of Calciferol. 
D. K. O’Donovan.—p. 900. 

Pathogenic Staphylococci: Detection of alpha-Lysin Production on Rabbit 
and Sheep Blood-Agar Plates. W. A. Gillespie and P. M. Simpson. 
—p. 902. 

Poisoning. 
—p. 904 
Conservative Treatment of Placenta Previa.— Mills points 

out that it has long been taught that expectant treatment of 
placenta previa can never be countenanced. This principle was 
based on the supposition that a patient with a placenta previa 
would frequently bleed to death in the absence of intervention. 
Evidence is accumulating to suggest that more tragedies are 
produced by overtreatment than by neglect. After reviewing 
the recent literature on the conservative treatment of placenta 
previa, the author presents observations on 100 cases of placenta 
previa treated largely along conservative lines; there were no 
maternal deaths, and the fetal and neonatal loss was 16.5 per 
cent, which compares favorably with other recently reported 
figures. The majority of fetal deaths would appear to have been 
avoidable. The number of cases of placenta previa in which 
it is possible to adopt conservative measures depends on the 
stage of pregnancy at which the patient is sent to hospital. If 
this is done after the first hemorrhage, and there has been no 
previous intervention, Macafee’s experience shows that deferring 
of active treatment may be practicable in over 50 per cent of 
cases; but if, as is shown in this series, there has already been 
procrastination or examination before admission, then this num- 
ber may be reduced to about 25 per cent. In conservative treat- 
ment the mother must either be confined to hospital or lead a 
restricted existence at home for a number of weeks, and she may 
sometimes be required to suffer further hemorrhage; on the 
other hand, there is little increased danger to life, and there is 
a slightly lower chance of the need for delivery by cesarean 
section. If cesarean section should eventually become necessary 
there is a much greater probability of a live baby. The advan- 
tages to the fetus of conservative delay greatly outweigh the 
risks, since maturity is the prime requisite for fetal survival. 
However, any serious hemorrhage may suddenly produce fetal 
asphyxia, and consequently delay of even a few hours is unjusti- 
fiable when the fetus has reached a satisfactory stage of develop- 
ment. Since conservative treatment has been adopted reports 
show for the first time a fetal and neonatal loss below 30 per 
cent. There is opportunity for the reduction of fetal mortality 
in placenta previa to about 10 per cent while the maternal 
mortality remains at its present minimal figure. 

Calciferol in Latent Tetany.—O’Donovan calls attention to 
some pitfalls in the diagnosis of latent tetany. The 34 patients 
studied by him were adults and adolescents, almost all of whom 
had latent tetany. This seems important, since most previous 
reports dealt with children who had acute or transient tetany. 
Hypocalcemia served as an index in latent tetany. It was found 
that the well known tests are unreliable. The tourniquet test 
was negative in result in 34 per cent of 89 observations on 
patients, and Chvostek’s sign was negative in 73 per cent of 
observations. A new test combining the tourniquet test and 
hyperventilation is described. It is used when the results of the 
tourniquet test are negative, and is more reliable than either 
the two procedures used separately. Of 58 observations on 
patients 95 per cent were positive. Two other patients whose 
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tourniquet test was negative in result were physically unable to 
hyperventilate. Calciferol has an inhibitory effect on the signs 
of latent tetany which is independent of the increase in serum 
calcium. In 22 of 27 observations on patients who had received 
a total of more than 500,000 units the signs of latent tetany were 
abolished, although the serum calcium was still less than 9 mg. 
per hundred cubic centimeters. Thus it seems that calcifero! 
inhibits latent tetany in two ways, by raising the serum calcium 
and by some other effect. The doses required to inhibit the 
signs of latent tetany in the average case of hypoparathyroidism 
on ordinary diet is between 50,000 and 150,000 units daily. The 
dose necessary to keep the serum calcium within normal limits 
may be considerably larger. It seems more reasonable to base 
the therapeutic dosage on a biologic test than on a chemical 
estimation. The higher dosage necessary to keep the serum 
calcium around 10 mg. per hundred cubic centimeters not only 
may be unnecessary but may have a deleterious effect. It seems 
well established that the toxic manifestations of vitamin D are 
not necessarily accompanied by hypercalcemia. The patients 
considered here, whose dosage and treatment were based on 
the signs of latent tetany, have so far shown no ill effect of low 
blood calcium such as lens opacities. It is difficult to explain 
the inhibitory action of calciferol on latent tetany that is not 
due to increased serum calcium. A relative increase in ionized 
calcium is at least a theoretical possibility. 


Journal of Neurol., Neurosurg. & Psychiatry, London 
11:227-298 (Nov.) 1948 


Intravenous Methylene Blue for Experimental Studies on Central Nervous 
System. W. H. Feindel, A. C. Allison and G. Weddell.—p. 227. 

Neurovascular Relations and Anomalies at Base of Brain. S. Sunderland. 
—p. 243 


"Diabetes Insipidus Following Closed Head Injury. R. J. Porter and 
R. A. Miller.—p. 258. 

Cerebral Thrombophlebitis and Fibrinogen B. G. Phillips.—p. 263. 

“Epileptic Response to Peripheral Injury. G. Parsons-Smith.—p. 267. 

Psychologie Effects in Depressive Patients of Marihuana Homologue 
Synhexyl. D. A. Pond.—p. 271. 

Cystic Pituitary Adenomata. J. E. Paterson.—p. 280. 

Case Report: Abnormal Innervation of the Sphincter Pupillae and Ciliary 
Muscle Following Third-Nerve Regeneration. W. R. Russell and M. H. 
Wright—p. 288. 

Case of Cerebral Amebic Abscess Treated by Modern Chemotherapy. 
E. A. Turner.—p. 291. 


Diabetes Insipidus After Head Injury.—Porter and Miller 
say that of all persons with nonfatal closed head injuries 
admitted to the Military Hospital for Head Injuries, Oxford, 
during the years 1940 to 1945, who numbered about 5,000, 13 
suffered from diabetes insipidus. In addition to these 13 patients, 
the records of 5 others treated elsewhere are reviewed. In 15 
of the 18 cases in which the site of injury could be determined, 
it was frontal or occipital. The symptoms were usually first 
noticed during the second or third week after injury. All 
patients treated responded to pituitrin. Spontaneous recovery 
took place in the majority, in 11 within nine months. Asso- 
ciated injury to the olfactory nerves and optic chiasm is com- 
mon; other hypothalamic syndromes are rare. The mechanism 
of the injury is discussed, and it is suggested that a traction 
lesion of the pituitary stalk would best explain most cases. 

Epileptic Response to Peripheral Injury.—Parsons-Smith 
says that a study of the literature reveals that in certain cases 
of reflex epilepsy there is an association between the epileptic 
response and peripheral injury. The author presents a man, 
aged 41, who in 1940 had had an attack of “spinal meningitis,” 
from which he had recovered without sequelae and after which 
he had remained well for seven years. In January 1947 the man 
accidentally crushed his left hand beneath a 200 pound (90.7 
Kg.) cable drum. This produced a cut on the dorsum of the 
left hand and was deep enough for him to be able to see his 
tendons. He noticed shortly afterwards that the whole of the 
thumb, the dorsum of the index finger and outer half of the 
middie finger seemed numb; this numbness was due to local 
damage to the terminal cutaneous branch of the radial nerve. 
It was about twenty-four hours 4ater that, while sorting some 
papers, he noticed that these seemed to tickle his left thumb and 
index finger in a curious way. This was followed suddenly by 
stiffening of the thumb and first two fingers. The thumb was 
adducted into the palm, then the fingers flexed at the metacarpo- 
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phalangeal joints. Within a second or two the arm began a 
series of jerking movements, the elbow became flexed and the 
arm rose to a position of abduction at the shoulder. The fit 
lasted for about half a minute, but recurred two or three times 
a day for the next week. Owing to the position of abduction 
which the arm assumed, he became self conscious, and tried by 
gripping his knee with his hand to restrain the limb. When he 
did this, the embarrassing abduction could be avoided. About 
ten days after the injury he was sorting some requisition slips 
when he suddenly appreciated that the curious tickling sensation 
produced by the papers on his left hand was spreading up his 
left arm. He gripped his knee tightly, but the feeling continued 
to spread, his jaw became clenched and he felt that his face 
was twisted. This was followed by a steam-engine-like noise 
in his head and he lost consciousness. He recovered in about 
twenty minutes, felt confused, and found that he had bitten his 
tongue. Medication with phenobarbital suppressed further 
attacks, but about eleven months after the accident when he was 
screwing up some newspaper with which to light a fire, he pro- 
duced the aura in the left thumb and first finger. He swore 
loudly, gripped the fender as hard as he could, and thus aborted 
the attack. He had another minor focal seizure that afternoon. 
That night he played cards with friends. He was dealing the 
cards with his right hand and at the same time was pushing the 
cards forward from the pack, which he held in his left hand, 
on to the lateral side of his index finger. This produced the 
usual aura which on this occasion proceeded to a major fit. 
Since then the dosage of phenobarbital has been increased to 
1 grain (60 mg.) three times a day and there has been no 
recurrence of fits. 


Medical Press, London 
220 : 463-484 (Dec. 1) 1948 


Responsibilities During Anesthesia. E. V. Slaughter.—p. 470. 
*Pain in Left Chest: Some Considerations in General Practice. A. Schott. 
—p. 474. 


After-Treatment of Peptic Ulcer. G. D. Laing.—p. 479. 

Pain in the Left Side of the Chest.—Schott points out that 
in many cases of pain in the left chest, the first point to decide 
is whether or not the symptom is of cardiac origin and, in 
particular, if it is anginal in nature. The symptom of angina 
is not necessarily indicative of structural disease of the coronary 
arteries. It is true that the great majority of such patients 
have some form of structural coronary disease—i.e., coronary 
sclerosis or syphilitic narrowing of the coronary orifices—but 
it should be borne in mind that angina may be produced by 
myocardial ischemia without structural coronary disease. Thus 
it may occur during attacks of paroxysmal tachycardia, owing 
to the altered mechanism of blood flow through the coronary 
bed, in advanced anemia or severe blood loss, and in certain 
extracardiac diseases. The author suggests that the simulation 
of coronary thrombosis by pulmonary embolism is probably due 
to a pulmonary reflex, resulting in coronary vasoconstriction 
via the vagus, superimposed on sudden strain of the right ven- 
tricle. In chronic disease of the gallbladder not only is the 
chest pain of the same character and distribution as the anginal 
pain due to structural coronary disease, but there is also evidence 
that the heart action is affected by the diseased gallbldader by 
way of reflex. Another abdominal condition which may give 
rise to anginal pain most probably by way of reflex is diaphrag- 
matic hernia. Among the extracardiac conditions giving rise 
to pain the left side of the chest, those arising from the spine 
form an important group. Osteoarthritis of the cervical portion 
of the spine may closely simulate pain of cardiac origin. Occa- 
sionally lateral protrusion of the ruptured intervertebral disk 
between the sixth and seventh cervical vertebrae, with com- 
pression of the nerve roots, may produce pain in the chest which, 
if the lesion is left sided, may be mistaken for anginal pain, and 
if it occurs suddenly and is severe, for coronary thrombosis. 
Pain referred from the upper dorsal vertebrae as the result of 
impairment of alinement in a costovertebral joint may also 
simulate anginal pain. Several case histories are presented to 
illustrate the simulation of anginal pains by the aforementioned 
conditions. The author says that this is only a small selection 
of the great variety of conditions which may be mistaken for 
angina pectoris even by experienced physicians. 
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Acta Paediatrica, Stockholm 
35: 189-280 (No. 3) 1948. Partial 


Granulocy topenia in Children. L. Salomonsen.—p. 

Choline in Plasma in Children, with Study of ( Choline Deficiency. 
G. Brante and L. Séderhjelm. —p. 207. 

Antistreptolysin Titer in School Children. G. Tunevall.—p. 218. 

Initial Loss in Weight of Prematurely Born Infants and Their Weight 
During First Two Years of Life. K. L. Méller.—p. 236. 

*Two Cases of Congenital Malformations after Exposure to Measles in 
Early Pregnancy of Already Immune Mothers. A. Hagstrémer. 
—p. 242. 

Congenital Varices of Esophagus. S. Jorup.—p. 247. 

Congenital Malformations After Exposure to Measles 
in Early Pregnancy.—Hagstrémer presents the histories of 
2 infants with congenital malformation. One had a hare lip 
and partial cleft palate and the other had cleavage of the back 
palate, a rudimentary right ear placed a good distance forward 
on the cheek and a notably small chin. Both families had been 
free from such defects, but a brother of the first infant had 
had measles during the second month of the mother’s pregnancy 
that resulted in the birth of the defective child. In the case of 
the second infant, 2 cases of measles had occurred in the family 
while the mother was in the second month of pregnancy. In 
both cases the pregnant women had remained free from measles, 
having had attacks during their childhood. Whether or not 
a causal relationship existed between the siblings’ measles and 
the malformations described cannot be definitely decided. 


Deutsche medizinische Wochenschrift, Stuttgart 


73: 501-540 (Nov. 5) 1948. Partial Index 


K. Bingold and W. Stich.—p. 501. 


Hemoglobin Metabolism. 
F. Ejisenreich. 


Reduction of Bilirubin in Gallbladder and_ Intestine. 
—p. 506. 

*Symptomatology and Treatment of Respiratory Disturbances in Polio- 
myelitis. R. Aschenbrenner and A. Dénhardt.—p. 508. 

Endemic Malaria in Germany and Anophilism in Post War Period. 


L. Fischer.—p. 515. 
*Problem of Endocarditis Lenta: Clinical, Pathologic, Bacteriologic and 
A. Walter, Gertrud Reimold 


Therapeutic Contribution (Continued). 
and L. Heilmeyer.—p. 518. 


73:541-580 (Nov. 19) 1948. Partial Index 


Hyperbilirubinemia with Exclusively Indirect Diazo Reaction and Reduced 
Resistance of Erythrocytes After Hepatic Disorders. E. Hiller.—p. 546. 

Destructive Albumin Metabolism as Basis of Lipophil Dystrophy. H. W. 
Bansi.—p. 548. 

Latent Tuberculosis of Palate and Tonsils. W. Kindler.—p. 554. 

Paratyphoid C Fever (Type Kunzendorf). F. Thedering.—p. 558. 

Paroxysmal Nocturnal Hemoglobinuria of Marchiafava Type. G. Damm 


and M. Ratschow.—p. 562. 
"Problem of Endocarditis Lenta: Clinical, Pathologic, Bacteriologic and 
A. Walter, Gertrud Reimold 


Therapeutic Contribution (Concluded). 

and L. Heilmeyer.—p. 565. 

Respiratory Disturbances in Poliomyelitis. — Aschen- 
brenner and Dénhardt report 228 patients with poliomyelitis ; 
of these, 31 with severe respiratory disturbances were admitted 
to the Altona Hospital during the poliomyelitis epidemic in 
Hamburg in 1947. Only 6 of the 31 patients were less than 
15 years of age, while 25 were between the ages of 16 and 42. 
The mortality rate of the entire group of 228 patients was 11.8 
per cent. Nineteen of the 31 patients died before the initiation 
of the treatment in the iron lung. All of them presented the 
spinal type with mechanically conditioned hypoventilation. The 
remaining 12 patients were placed in the iron lung; 7 of them 
died during the first week. Treatment in the iron lung came too 
late for 3 of these patients who had already been moribund, 
while the other 4 had severe combined bulbospinal respiratory 
disturbances with pneumonia. Four patients recovered and 
could be discharged from the hospital with fairly adequate 
respiration. One of the fatal cases was that of a girl, aged 15; 
death from acute heart failure occurred suddenly on the sixty- 
sixth day of the disease after three bouts of pneumonia had 
been controlled with penicillin. Careful control of the heart 
and early treatment with strophanthin may be of decisive impor- 
tance. Temporary, reversible paralysis of respiratory muscles is 


the chief indication for treatment in the iron lung. 
Endocarditis Lenta.—Walter and his co-workers report 50 
patients, 33 men and 17 women, with sepsis lenta, 48 of whom 
had endocarditis lenta and 2 cholangitis lenta. The majority 
of the patients were between the ages of 20 and 30. The clinical 
diagnosis was established bacteriologically in 26. History 
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April 9, 1949 
revealed that years ago 26 had attacks of articular rheumatism, 
with involvement of cardiac valves in 20. Thirty-four died, 10 
recovered and 6 are still under treatment. Of 16 patients with 
symptomatic treatment 15 died, while 3 of 12 patients recovered 
who were given combined treatment with penicillin and 
supronal,® a new proprietary sulfonamide preparation consisting 
of a mixture of methylsulfapyrimidine and 4-aminomethylben- 
zenesulfonamide salt of sulfathiourea, known as dema.® The 
total dose of penicillin in these 3 cases was 1,000,000 to 5,000,000 
units and that of supronal® was up to 300 Gm. These doses 
are considered small. Six of 18 patients recovered who were 
given combined treatment with adequate doses. Prolonged con- 
tinuous treatment for three to four weeks is recommended. A 
standard scheme cannot be given. Not only the blood level 
but the tissue level of the drugs is important. The initial dose 
of supronal® was 4 Gm., with 10 to 12 Gm. per day and later 
with 8 Gm. per day in order to maintain the desired blood level. 
Sodium bicarbonate should be administered simultaneously, and 
that applies also to the rectal administration, which should be 
practiced if the drug is not tolerated by mouth. Repeated 
determination of the resistance of the causative agents to peni- 
cillin and supronal® is required, since too low a dosage may be 
responsible for a considerably increased resistance to the drugs. 
The combined treatment causes shifting of the alternate play 
between virulence and resistance to the disadvantage of the 
virulence. Temperature, blood sedimentation rate, enlargement 
of the spleen, bacteriemia, microhematuria and blood picture 
were restored to normal in 10 patients, 3 of whom were followed 
up for more than one year, 4 more than six months and 3 for 
less than six months. <A recurrence cannot be excluded defi- 
nitely, but prognosis may be considered favorable in the absence 
of any clinical manifestation for more than one month aiter 
discontinuation of the treatment. 


Medicina, Buenos Aires 
8:271-350 (Aug.) 1948. Partial Index 
“Quantitative Determination of Hypophysial Gonadotropin in Urine. Use 
in Diagnosis of Amenorrhea. F. A. de la Balze and J. Argonz. 
*Chrenic Cox Pulmonale With and Without Cardiac Insufficiency: Respira- 
tory = Circulatory Function. A. C. Taquini and B. B. Lozada. 

—?. 

Gonadotropin in Urine.—De la Balze and Argonz per- 
formed quantitative determinations of gonadotropic hormone in 
the urine in 83 nonselected patients with amenorrhea. The 
Zondeck method, as modified by Heller and Heller, was used. 
Increased elimination of the hormone in the urine suggests 
amenorrhea due to ovarian estrogenic dysfunction or to greatly 
diminished ovarian estrogenic function, whereas diminished 
elimination suggests amenorrhea from gonadotropic hypophysial 
dysfunction or from greatly diminished hypophysial function. 
Amenorrhea in the presence of a normal urinary elimination 
of the gonadotropic hormone may be due to: (1) lack of 
response of the endometrium to normal gonadotropic hypophysial 
and estrogenic ovarian stimulation, (2) a moderate degree of 
either hypophysial or ovarian dysfunction and (3) either psy- 
chogenic or organic hypothalamic involvement. Amenorrhea 
of predominantly estrogenic ovarian origin is the most frequent. 
It includes cases of physiologic, early spontaneous and artificial 
menopause and those of patients with rudimentary ovaries. 
That of predominantly gonadotropic hypophysial origin includes 
cases of hypophysial myxedema, nonacromegalic tumors with 
destruction of the hypophysis, nervous anorexia with poor nutri- 
tion, acromegaly and primary thyroid myxedema. Amenorrhea 
of neither a predominantly ovarian nor a hypophysial origin 
includes cases of uterine, psychogenic hypothalamic and acrome- 
galic origin, as well as those of patients with vaginal agenesis 
or with certain forms of neurosis, hyperthyroidism and hyper- 
tension with symptoms simulating menopause. The aforemen- 
tioned method is of use for the diagnosis of different types of 
gonadal insufficiency, the state of the gonadotropic pituitary 
function and the physiopatholagic diagnosis of amenorrhea. 

Chronic Cor Pulmonale.—Taquini and Lozada determined 
the respiratory and circulatory functions in 54 patients with 
clinical symptoms of cor pulmonale with or without cardiac 
insufficiency. For comparison observations were also made on 
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two control groups of 7 patients with asthma without cardiac 
or pulmonary disease and in 40 patients with heart disease and 
with normal lungs. The authors found that in patients with 
chronic cor pulmonale without bronchial spasm the pulmonary 
yentilation is normal in presence of cardiac sufficiency and 
increased in presence of cardiac insufficiency. In presence of 
chronic cor pulmonale with bronchial spasm there are dyspnea 
and hyperventilation of pulmonary origin, which prevents differ- 
entiation of cardiac sufficiency. However, in these cases, cardiac 
sufficiency can be determined after administration of broncho- 
dilating drugs. The vital capacity was found to be reduced in 
all the cases. This reduction was accentuated by cardiac failure. 
The ratio of vital capacity to total capacity, reduced by the 
pulmonary disease, showed no significant difference when it 
was studied in cor pulmonale with cardiac failure. The venous 
pressure was normal in most of the cases of purely respiratory 
disease. In some cases it was increased, reaching 210 mm. in 
| case. In patients with cardiac failure, the venous pressure 
was always high. As a rule, figures higher than 200 mm. are 
only found in patients with cardiac failure. The arm to tongue 
circulation time was a less valuable aid, since frequently it was 
found increased in the absence of cardiac failure. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
92: 3377-3484 (Oct. 23) 1948. Partial Index 


*Result. of Vitamin De Treatment in 111 Patients with Noncavernous, 
Opes Pulmonary Tuberculosis. C. Dijkstra.—p. 3385. 
Spontaneous Hemopneumothorax. A. S. Groen and E. G. Godfried. 
Sestcinen Neuritis in Focal Infections. J. A. G. ten Berg.—p. 3398. 
Vitamin D. in Pulmonary Tuberculosis.—In view of the 
fact that vitamin D. produced favorable effects in patients with 
tuberculosis of the skin and mucous membranes, Dijkstra tried 
this medication in noncavernous open pulmonary tuberculosis. 
The patients were given one tablet containing 30,000 units three 
times daily for eight to ten months. In some of these patients 
bronchoscopy disclosed mucosal changes in the form of ulcera- 
tions, granulations, caseation and tubercles, while in others the 
mucosa was merely red and swollen. In many of the patients 
the sputum had been positive for nearly two years; in others, 
for a shorter period. Many of the patients had been treated 
unsuccessfully for more than a year by other methods. In III 
of the patients the sputum became negative in three to six 
months after the start of the D. medication and the mucosal 
changes in the bronchi disappeared. An average of seven and 


one-half months have elapsed since the sputum became negative. 
Nordisk Medicin, Stockholm 
40:1805-1856 (Oct. 8) 1948. Partial Index 
Electroencephalogram in Some Cases of Mening phalitis. E. B. 


Holmgren.—p. 1810. 

“Paralysis Generalis. After-Examination. G. Knudsen.—p. 1812. 

Gelatin. and Polyethylene Film as Dura Substitute and Polyethylene 
Plates as Bone Substitute in Cranial Defects. E. Busch, J. Bing 
and E. Hart Hansen.—p. 1814. 

Sympathectomy in Sciatica. T. Risainen.—p. 1817. 

*Results of Prefrontal Leukotomy. C. L. Knudsen.—p. 1821. 

Postoperative Nerve Lesion. A. Radlgv.—p. 1829. 

Dementia Paralytica: After-Examination.—In 82 of the 
110 cases of dementia paralytica treated in Lier Hospital from 
1926 to 1947, in 85 men and 25 women, aged from 14 to 69, 
malaria treatment was used, with 2 deaths following the 
treatment. The malaria treatment was followed by antisyphilitic 
treatment. Penicillin was not used. Fifty patients were dis- 
charged. Of these 15 are dead, the fate of 3 is unknown, 7, 
though not self supporting, have some work capacity, in 
13 the progression of the disease has apparently been halted 
but there is a stationary psychosis, and 12, treated within 
three months of the onset of the disease, are psychically 
normal and have resumed their former occupations. Knudsen 
Says that the results of the treatment depend primarily on 
early diagnosis and stresses that early diagnosis can be made 
only by examination of the spinal fluid. The defects present 
at the start of the treatment can hardly be repaired to any 
noteworthy degree, although they may be somewhat amelior- 
ated. It may be difficult to determine the extent of the process. 

ne years after the terminated antisyphilitic treatment exami- 
nation of the spinal fluid is advised for all syphilitic persons, 
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and on the slightest sign of pathologically changed spina! 
fluid treatment should be begun at once, as if paralysis were 
present. 

Results of Prefrontal Leukotomy.—Knudsen says that 
to date 87 prefrontal leukotomies have been performed in 
Norway, in patients aged from 23 to 69. The indications were 
psychoses with unfavorable prognosis and, as a rule, of long 
duration, in which spontaneous remissions could not be expected 
and which were resistant to other treatment. The duration 
of the disease was from one to thirty-seven years. There were 
15 postoperative deaths. Cerebral hemorrhage during the first 
weeks after operation, the most frequent complication, caused 
death in 9 cases; in 2 cases death was due to meningoencephal- 
itis; in 3, to bronchopneumonia, and in 1, to miliary spread of 
pulmonary tuberculosis. Postoperative complications were epi- 
leptic seizures, in 7 cases, and impaired sphincter control with 
urinary and fecal incontinence, in some instances lasting for 
months. A by-effect observed in a number of cases but not 
mentioned in literature was decided tenderness of the skin of 
the face of unknown cause. The final result of the operation 
is not evident before two years and depends not only on the 
operation but on active and suitable after-treatment. Thirty- 
five patients (10 hebephrenic and catatonic schizophrenics, 11 
paranoid patients, 10 patients with depressive conditions and 
4 with constitutional psychopathic inferiority) were discharged 
as more or less able to work without needing public care, 22 
patients were considerably improved though still hospitalized, 
13 were more easily cared for, and 2, unchanged. In addition 
to the high mortality risk the change in the patient—greater 
indolence, reduced productivity, narrowed interests—must be 
considered. Still prefrontal leukotomy offers many advantages 
so that until improved and less hazardous methods are devel- 
oped the procedure will be justified in carefully selected cases. 


Praxis, Bern 
37:887-906 (Dec. 2) 1948 
Malignant Tumors of Kidneys: Forty Cases of Surgical Clinic of Uni- 

versity of Basel (1926-1946). H. Nigst.—p. 887. 

*Pathogenesis and Treatment of Neurovegetative Disturbances in Parkin- 

son’s Disease. E. Frommel.—p. 891. 

Early Diagnosis of Progressive Paralysis and Its Difficulties. S. Stocker. 
Irguten’ (Sulfanilemide Derivative) in Infections of Urinary Passages. 

W. Bachmann.—p. 898. 

Neurovegetative Disturbances in Parkinson’s Disease. 
—According to Frommel, patients with Parkinson’s disease 
present basal lesions, and their disturbances of salivation, of 
muscular rigidity and of mimics are related to the diencephalon. 
All symptoms of the patients whose diencephalic relays are 
directly or indirectly affected, are the result of disturbances of 
the cholinergic and the adrenergic regulation. The symptoms 
of Parkinson's disease are externalized by a vagotonic preva- 
lence. This parasympathicotonia may be favorably influenced 
by belladonna, the point of attack of which is more peripheral 
than central. Parkinson's disease, however, reacts better and 
more rapidly to two new drugs, parpanit® (diethylaminoethyl- 
1-phenylcyclopentane-l-carboxylate hydrochloride) and the R. 
P. 2987 (diethylaminoethyl-N-thiodiphenylamine), which are 
anticholinergic, antiadrenergic and antihistaminic. They act on 
the mediators of the neurovegetative stimulation. Everything 
suggests that their effect is a central one on the relays them- 
selves of the cholinergy. Parkinson's disease therefore may be 
considered as a disorder due to lesions of the mediators of the 
stimulation of the autonomous nervous system and of the reac- 
tions of their respective enzymes. 


Presse Médicale, Paris 


§6:813-824 (Nov. 20) 1948 


Roentgen Therapy in Treatment of Asthma (Results on 800 Cases 
Followed Up). P. Vallery-Radot and P. Blamoutier.—p. 813. 

—— Inquiry on Pneumoconiosis Caused by Coal Dust. A. Poli- 
card. . 814. 

*Extradural Cyst Following Tearing of Root of Brachial Plexi's. C. Gros 
and R. Cazaban.—p. 815. ni 
Extradural Cyst Following Tearing of Root of Brachial 

Plexus.—Gros and Cazaban report the case of a man, aged 42, 

who was sent to their service on account of flaccid paralysis of 

the right arm. About a month before, he had had an automo- 
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bile accident. The paralysis of the right arm had been evident 
immediately after the accident. Now he complained of severe 
pain of the causalgic type. Examination revealed trophic dis- 
turbances, flaccid paralysis and anesthesia of the right arm. 
A stellectomy was done on the right side, but the pains recurred 
although they were now less frequent. Later the patient was 
subjected to a right-sided hemilaminectomy on the seventh, 
sixth, fifth and fourth cervical vertebrae. An extradural cyst 
was discovered which reached from the first dorsal to the third 
cervical. Since this operation did not relieve the pain, the 
patient demanded amputation of his arm. The author believes 
that tearing of the brachial plexus may produce an arachnoidal 
breach, which is followed by an extradural collection of cere- 
brospinal fluid. This collection sometimes results in an isolated 
cyst of the subarachnoid space. This is comparable to compli- 
cations that may follow an intradural surgical approach either 
on the medulla or its roots, several examples of which have 
recently been reported in the American literature. A knowledge 
of these post-traumatic cysts may elucidate the pathogenesis of 
certain remote sequels of surgical operations on the medulla or 
its roots. 
Revista Médica Peruana, Lima 
21:613-650 (Oct.) 1948. Partial Index 

*Neurobartonellosis: Case. P. S. Peralta.—p. 641. 

Neurobartonellosis.—The subject of this report is a girl 
15 years of age with the gravest type of neurobartonellosis. 
The disease began with fever and an eruption. Fever was 
followed by rapidly progressive anemia, fronto-occipital head- 
ache, general muscular pain, pain in the bones, unilateral dis- 
esthesia, tremor of lips, blurring of vision, dizziness, increased 
tendon reflexes, acute epigastric pain, nausea, vomiting and 
dyspnea. The blood contained 60 per cent of parasitic cells. 
Treatment consisted of intramuscular injections of penicillin in 
daily doses varying between 200,000 and 600,000 Oxford units, 
up to a total dose of 5,000,000 units in twenty-two days. Peni- 
cillin caused disappearance of Bartonella organisms from the 
blood, controlled anemia, favorably changed the course, duration 
and acuteness of the disease and controlled all of the clinical 
and nervous symptoms of the disease. 


Rivista di Clinica Pediatrica, Florence 
46:487-556 (Aug.) 1948. Partial Index 


"Choline in Treatment of Toxicosis in Infants. A. Gentili and W. 


Tangheroni.—p. 487. 

“Local Streptomycin Therapy in 
—p. 509. 

New Diagnostic Test (Index of Diffusion) 
Therapy in Tuberculous Meningitis. A. M. 
quinucci and Annalena Zoli.—p. 539. 


Choline in Toxicosis of Infants.—Gentili and Tangheroni 
believe that toxicosis from functional insufficiency of liver is 
the most important factor in gastroenteritis of infants. They 
report favorable results from administration of choline hydro- 
chloride in 25 cases The drug was given twice daily by intra- 
muscular injection. A 2 per cent choline hydrochloride solution 
was used in fractional doses of 2 cc., up to a daily dose of 4 cc. 
for four, six or ten consecutive days. The drug was well 
tolerated. Recovery was obtained in 20 patients. The drug 
acted by improving the antitoxic function of the liver, by con- 
trolling vomiting and dehydration and by causing prompt regres- 
sion of all clinical symptoms. The 5 patients who received 20 
benefit from the treatment were seen late in the course of the 
disease. 

Local Streptomycin Therapy in Tuberculous Pleurisy. 
—Nassi reports good results in 24 children with clinical diag- 
nosis of the disease which was confirmed by the Mantoux test, 
positive cultures and biologic tests of the pleural liquid for 
tubercle bacilli. The treatment consisted of thoracocentesis and 
injection of the drug. Thoracocentesis should be liberal and 
in some cases repeated. The dose of streptomycin injected 
locally varied between 200 and 300 mg. Insufflation of air into 
the pleural cavity is advisable for prevention of adhesions. 
Calcium and vitamins A and D, in large doses should be given 
in the course of streptomycin therapy. 


Tuberculous Pleurisy. L. Nassi. 
in Local Streptomycin 


Comparetti, G. Pas- 
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Schweizerische medizinische Wochenschrift, Basel 
78:1077-1096 (Nov. 6) 1948. Partial Index 


“Histoplasmosis. Contribution to Etiologic Differentiation of Pulmonary 

Calcifications. F. Koller and H. Kuhn.—p. 1077. 

Surgical Aspects of Bang’s Disease. W. Birrer.—p. 1080. 
Contribution to Treatment of Ulcer of Stomach and of Duodenum in 

Early and Late Cases. Second Report. H. Neumann.—p. 1085. 

Is sage Familial Disposition to Poliomyelitis? H. Czickely. 

—p. 2. 

Histoplasmosis. — Kolier and Kuhn performed cutaneous 
tests of sensitivity to histoplasmin at the Medical University 
Clinic in Zurich on 180 adult patients whose chest roentgeno- 
grams showed calcifications of the lungs or of the hili. Only 
2 of the 180 patients reacted to the intracutaneous injection of 
0.1 cc. of a freshly prepared 1: 100 dilution of the culture 
filtrate of the mycelium form of Histoplasma capsulatum. One of 
the patients with a positive reaction, a man aged 68, had lived 
in the Middle West of the United States for seven years; the 
other, a man aged 28, was born in Java and had lived there 
for twenty-five years. The same cutaneous tests were performed 
in a series of 555 Swiss army recruits. None of the recruits 
reacted to histoplasmin. These results did not provide any 
proof of the occurrence of histoplasmosis in Switzerland. It is 
likely that the 2 clinical patients with pulmonary calcifications 
and with positive reactions to histoplasmin had become infected 


outside of Europe. 
Strasbourg Médical 
108: 299-312 (Oct. 5) 1948 

*“Morgagni’s Syndrome. Effects of Irradiation Treatment of Pituitary 

Gland. J. Warter, A. Fitzenkam and J. M. Rouillard.—p. 299. 
Hereditary Thrombopathies. S. Wiener.—p. 302. 

Morgagni’s Syndrome.—Warter and his associates report 
1 case of Morgagni’s syndrome in a woman aged 56. The 
patient presented a moderate obesity of the abdominal wall, but 
no signs of virilism. There was a pronounced asthenia, ano- 
rexia, severe attacks of vertigo, daily headache and insomnia. 
Her short moments of sleep were disturbed by nightmares. 
Vestibular hypoexcitability was demonstrated on Barany’s test. 
Definite frontal hyperostosis was revealed on roentgenologic 
examination; there was calcification of the dural fold separating 
the cerebral hemispheres, and considerable thickening of the 
cranial wall. There was definite retrostellate calcification with 
pronounced osteophytes. Treatment consisted of two series of 
irradiation of the pituitary region, with 2,000 r. The vertigo 
disappeared completely at rest. Headache was attenuated and 
did not occur daily. Asthenia was less profound and the patient 
was less depressed. Sleep remained light but was no longer 
disturbed by nightmares. Appetite was improved. The patient 
in general was benefited by the treatment. 


Zeitschrift fiir Kreislaufforschung, Frankfurt 


37:553-616 (Oct.) 1948. Partial Index 
*Behavior of PQ Time in Bundle Branch Block Curves. A, Moll.—p. 553. 
“Relation Between Hemoglobin Content and High Altitude Tolerance. 

W. Bilasius.—p. 581. 

Clinical and Pathologic-Anatomic Observations in Absence of Left Coro- 

nary Artery. H. Reindell and H. Harnasch.—p. 595. 

P-Q Time in Bundle Branch Block Curves.—In analyz- 
ing a considerable number of records made in the course of 
bundle branch block, Moll found that bundle branch block of 
the left side often concurs with prolonged P-Q time, whereas 
in bundle branch block on the right side this is almost never 
observed. This behavior of the P-Q time is of value in the 
differential diagnosis. It can probably be explained by the 
peculiar vascular supply of the stimulus conduction system. 
The right coronary artery supplies the left bundle branch as 
well as the auriculoventricular system, and, if this artery 1s 
diseased, the electrocardiogram will reveal bundle branch block 
as well as prolongation of P-Q time. Deviations from this 
behavior are discussed. 

Hemoglobin Content and High Altitude Tolerance.— 
Blasius investigated whether a direct relationship exists betwee? 
increase in hemoglobin content and improvement in tolerance 
for high altitude. His experiments were made on men not 
accustomed to high altitude and on aviators who had had high 
altitude training. He detected a definite relationship between 
hemoglobin content and tolerance for high altitude. 
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Book Notices 


New and Nonofficial Remedies 1948 Containing Descriptions of the 
Articles Which Stand Accepted by the Council on Pharmacy and Chem- 
istry of the American Medical Association on June 15, 1948. Issued 
Under the Direction and Supervision of the Council on Pharmacy and 
Chemistry of the American Medical Association. Cloth. Price, $3. Pp. 
300 . J. B. Lippincott Co., Philadelphia 5, 1948. 


In a recent discussion some pointed criticism was made con- 
cerning the title of this book. It was contended that by the 
time a therapeutic agent is included in the book it is not 
strictly “new”; that, with the increasing frequency of pharma- 
copeial revisions the agent, if it carries out its original promise, 
will soon become “official,” and that the drugs included are 
not “remedies” in the sense that they will cure a disease or, in 
themselves, restore health. 

Granting the cogency of these points, it may also be pointed 
out that over the years the title, “New and Nonofficial Reme- 
dies.” has come to represent or connote to the physician, for 
whom it is primarily intended, a source of needed information, 
weighed and sifted by representative and competent authori- 
ties, concerning the most valuable or promising agents of his 
current armamentarium. In view of this and of the difficulty 
of replacing or modifying well known and accepted designa- 
tions, it would appear that only officious pedantry would dic- 
tate a change in the title. 

An entirely new feature of the present volume is the section 
on the relation of the Council on Pharmacy and Chemistry to 
other bodies concerned with drug products and advertising. 
These include: The Food and Drug Administration, The Fed- 
eral Trade Commission, The United States Public Health 
Service, The United States Treasury Department, The Post 
Office Department, The United States Pharmacopoeial Conven- 
tion and The American Pharmaceutical Association. A brief 
but informative and valuable discussion of each of these agen- 
cies is given. 

Some thirty-two new monographs appear, representing agents 
that have been accepted by the Council since the 1947 edition 
of the book. One notes many additions to the list of new gen- 
eric designations recognized by the Council for products which 
have been accepted as marketed under protected names ; critical 
examination reveals the care with which the various chapters 
and subclassified sections have been revised. The chapters on 
local anti-infectives and systemic anti-infectives are noteworthy 
in this regard, apparently by reason of the acceptance of a 
number of new preparations in these categories. A section on 
surface anti-infectives is new. A section on protein and amino 
acid preparations has been added to the chapter on “Agents 
Used in Metabolic Disorders.” 

An up to date medical library would not be complete with- 
out a copy of this valuable compendium. 


Chemistry in Nursing. By Raymond E. Neal, Associate Professor of 
Chemistry, Simmons College, Boston. Cloth. Price, $4. Pp. 564, with 
27 illustrations. McGraw-Hill Book Co. Inc., 330 W. 42nd St., New 
York 18, 1948, 

Seldom does one see a textbook in general chemistry as well 
written and as easy for the student and instructor to use as 
this one which aims to include “the inorganic and organic 
chemistry that the student nurse will need as a foundagion for 
her further studies and professional practice.” It avoids being 
“a bare outline of the essential facts” without giving more 
material than can be covered in sixteen weeks (thirty-two lec- 
tures and sets of lecture demonstrations and fifty-three labora- 
tory experiments). “Teaching aids” include lecture outlines, 
directions for demonstrations, lists of materials required for 
the student experiments, directions for removing common 
stains and a comprehensive list of films (and their sources) 
that may be used in an ,elementary course. The reviewer 
objects to the fact that the laboratory experiments are not 
m a separate manual but are at the end of each unit on pages 
numbered consecutively with the text, so that when they are 
torn out to hand in to the instructor the book is mutilated. 
It should be emphasized that the author’s experience seems to 
have been with students capable of college grade work: Although 
the text is easy to use, it requires serious, intelligent study. 
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Comment naissent les hommes: La reproduction, les ages de la vie. 
Yar J. P. Bouckaert, professeur a l'Université de Louvain, Louvain. 
Paper. Pp. 305, with illustrations. Desclée de Brouwer & C'*, Quai au 
Bois 22, Bruges, Belgium, 1948. 

This is an unusual and interesting account of the many phases 
of human reproduction, based on a series of lectures given at 
the University of Louvain. Bouckaert approaches the subject 
from a broad point of view, in which he tries to combine the 
data of physiology with the findings of social statisticians, to 
provide the basis for a biologically correct ethical approach to 
sexuality, marriage, control of conception, etc. The physiologic 
data are derived mostly from the literature on human beings, 
and supplemented with the more abundant material based on 
animal experimentation. 

The first half of the book is concerned with the primary 
and secondary sex characters, sex determination, the sex 
instinct, rhythmicity and human sex behavior. Then follows a 
chapter on conception, the fetus, the physiology of pregnancy, 
of labor and of lactation. In chapter 4, called the “Aim of 
Reproduction,” Bouckaert discusses the causes of fertility and 
sterility, conception control, birth rates, population statistics 
and the ethical implications of the subject. The final portion 
of the book considers some aspects of growth, adolescence, 
maturity and old age. 

The book is well written and beautifully illustrated. The 
author gives evidence of a sound knowledge of the modern 
literature. However, his deductions in the field of ethics, 
especially the control of conception, are labored and open to 
wide disagreement. Biology is here made to fit and justify 
one particular system of ethics to the exclusion of other points 
of view. 

The Rh Blood Groups and Their Clinical Effects. By P. L. Mollison. 
A. E. Mourant and R. R. Race. Medical Research Council Memorandum 
No. 19. Paper. Price, 1Is.6d. Pp. 74, with 3 illustrations. His 
Majesty’s Stationery Office, York House, Kingsway, London, W.C. 2, 1948. 

The discovery of the Rh factor in 1940 by Landsteiner and 
Wiener was followed in rapid succession by its application to 
blood transfusions by Wiener and Peters (1940) and to fetal 
erythroblastosis (now called preferably hemolytic disease of the 
newborn) by Levine (1941) who had already described, in 1939, 
an atypical hemagglutinin which he attributed to transplacental 
immunization of the mother by fetal antigen. British contri- 
butions began to appear in 1943, and since then investigators in 
both countries have shared in the progress. The three co-authors 
have been the leaders in the field of Rh investigation in Great 
Britain. The monograph is divided in three parts. Race, who 
has added so much to the knowledge of genetics of the various 
Rh types, wrote the first chapter on classification. The lucid 
presentation of the British nomenclature of Fisher-Race will 
interest those who are trying to make up their minds about the 
respective merits of the two systems (the one mentioned here 
and Wiener’s). 

The second chapter, on clinical considerations, was written by 
Mollison. The obstetrician, the pediatrician and the clinical 
pathologist will be those mainly interested in discussions on such 
topics as interpretation of Rh antibodies in pregnancy, differ- 
ential diagnosis of hemolytic disease of the fetus and newborn, 
premature termination of pregnancy, treatment, replacement 
transfusion, etc. 

The final chapter on Rh testing, by Mourant, is of special 
interest to the clinical pathologist. All essential information 
on technic is given in a clear and concise manner. 

The monograph is a fine example of good writing. It can be 
recommended as an excellent guide to all interested in the 
expanding field of Rh and its ramifications. 


Ophthalmology in the War Years. Volume I! (1944-June, 1946). Edited 
by Meyer Wiener, M.D., Professor of Clinical Ophthalmology, Washington 
University School of Medicine, St. Louis. Cloth. Price, $16. Pp. 977. 
Year Book Publishers, Inc., 304 S. Dearborn St., Chicago 4, 1948. 

This volume contains a review of ophthalmic literature pub- 
lished during the war years 1944 to June 1946, and continues 
the project to review ophthalmic literature published during the 
war. Volume I covered the years 1939 through 1943. An 
attempt has been made to include everything of importance 
published during the war, including case reports of unusual 
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interest. An editorial staff of thirty-seven specialists aided in 
the collecting and abstracting of all available articles and books 
pertinent to the field. A review of the literature is presented 
under thirty-seven subject headings beginning with anatomy 
and embryology and including chapters on fundamental and 
clinical subjects. Articles which are not discussed in the 
reviews are listed in the bibliographies, which are as complete 
as could be secured. The reader will find some articles which 
were published before 1944 but which were not available at 
the time the first volume came from the press. The book is 
of value not only to those who did not find the time to read 
all of the available literature during the war years but also 
to those who were unable to obtain it and to those who wish 
to delve quickly into the recent literature or who wish to have 
a resume of advances in all branches of ophthalmology during 
the period of the war. 


Bacterial and Mycotic Infections of Man. Edited by René J. Dubos, 
Ph.D. [Alded by a grant from the National Foundation for Infantile 
Paralysis, Inc.] Cloth. Price, $5. 785, with 101 illustrations. 
J. B. Lippincott Co., 227-231 S. 6th St., Philadelphia 5, 1948. 

This volume is a companion volume to “Viral and Rickettsial 
Infections of Man” edited by Dr. Rivers. Like the companion 
volume it has received generous financial support from the 
National Foundation for Infantile Paralysis, which makes pos- 
sible its low selling price. Thirty-four authors have contributed 
the thirty-seven chapters in the book. 

The facts and the problems concerning host-parasite rela- 
tionship to infectious disease are stressed, even though in some 
instances the relationship is potential or remote. The arrange- 
ment of the order in which the various pathogenic agents are 
described does not follow an exact pattern because of the diver- 
sity of the infectious processes. For example, in the case of 
the diphtheria bacillus the concept of toxemia and of antitoxic 
immunity is stressed. The pneumococcus infections are chosen 
to emphasize the problems of antibacterial immunity, whereas 
the streptococci demonstrate multiple pathogenic potentialities. 
The book lacks continuity, which is inevitable with so many 
authors. Furthermore, some of the chapters reflect the research 
interests of the authors rather than a broad coverage of the 
subject. 

The printing and illustrations are excellent and the book can 
be highly recommended to medical students, graduate students 
in bacteriology and physicians. 


A Way to Natural Childbirth: A Manual for Physiotherapists and 
Parents-to-Be. By Helen Heardman. Cloth. Price, $2.50. Pp. 124, 
with 66 Ulustrations. Williams & Wilkins Co., Mount Royal and Guilford 
Aves., Baltimore 2, 1948. 

There has been an increasing awareness of the role of edu- 
cation in normal childbirth. Grantley Dick Read has influ- 
enced an increasing number of obstetricians to take an interest 
in the preparation of the patient for natural labor by special 
exercises, demonstrations and education. Mrs. Heardman, a 
trained physical therapist, instructs the women during their 
pregnancies in the art of relaxation, using a series of skilfully 
designed exercises. She explains away the fears of their forth- 
coming labors by familiarizing them with the various events 
that will take place. 

This small manual describes and illustrates the various exer- 
cises. It concludes with some data concerning the decreased 
incidence of analgesia, operative delivery and complications in 
the group of women properly instructed in comparison with a 
normal control group. These tables and figures are not con- 
vincing. Letters from patients are equally unimpressive. Dr. 
F. J. Browne has written a short foreword to this volume. 
Although the book was written as a manual for physical 
therapists and parents to be, it can be read with profit by 
physicians. 


The W. H. Ross Foundation (Scotland) for the Study of Prevention 
of Blindness. Paper. Price, 3s. Pp. 236. University of London Press, 
Ltd., Little Paul's House, Warwick Square, London, E.C. 4, 1948. 

Mr. William Henry Ross of Davidson's Mains, Scotland, 
became totally blind at the age of 69. As a result of his personal 
tragedy, he became keenly interested in the study of the causes 
of blindness and its prevention. In 1935 he established the 
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foundation bearing his name, but it was not until several years 
later, particularly during the war, that it began to function. 
The present report consists of a series of scientific papers, 
reprints of work published elsewhere by the authors, subsequent 
to 1935. It also includes an interesting history of the foundation 
and a summary of its valuable activities in the past thirteen 
years. It is good to have all of these contributions under one 
roof, so to speak. 

Since Edinburgh is the center of a large coal mining area, and 
eye injuries are a common cause of blindness and loss of work- 
ing time, it was natural that the early work of the members of 
the foundation should be concerned with the prevention of 
industrial accidents and the treatment of these injuries. Perhaps 
the most frequent injuries that are encountered are those of the 
cornea. Infection was prevalent and hypopyon ulcer was present 
in over half of the cases studied, 66.8 per cent in coal miners. 
Research work at Edinburgh University on behalf of the Ross 
Foundation, under the supervision of the late Professor A. J. 
Clark, showed that sodium sulfacetamide was efficacious in the 
treatment of these ulcers. With this investigation as a basis 
Robson, Scott and other workers experimentally and clinically 
studied the effects of this drug on various other types of corneal 
ulcers and showed beyond question that this substance is highly 
efficient. As a result of this work, the British armed forces, 
and later ours, became interested, and sodium sulfacetimide, 
under the name of albucid®, became widely used in the field. It 
is fitting, therefore, that seventeen of the twenty-one papers that 
are collected in the volume should deal with the bacteriology and 
the treatment of corneal ulcers. Among the others, there is a 
fine paper on the statistical analysis of the causes of blindness 
in Scotland by the foundation's director, R. M. Dickson, and a 
study of ocular siderosis by Loewenstein and Foster, reprinted 
from the American Journal of Ophthalmology. The report 
should appeal to those who are interested in industrial ophthal- 
mology and ocular injuries. 


Oral Vaccines and immunization by Other Unusual Routes. By !avid 
Thomson, O0.B.E., M.B., Ch.B., Director of the Pickett-Thomson Research 
Laboratory, London, and Robert Thomson, M.B., Ch.B., Pathologist, St. 
Paul's Hospital, London. Assisted by James Todd Morrison, M.D., D.P.H. 
Cloth. Price, $11. Pp. 329, with 5 illustrations. Published for the 
Pickett-Thomson Research Laboratory, Highwood Hill, London, N.W.7, 
by the Williams and Wilkins Co., Mount Royal and Guilford Aves., 
Baltimore 2, 1948. 

This book reviews the literature regarding the experimental 
and clinical aspects of immunization by way of the mouth, 
rectum, respiratory tract, skin, vagina and other areas. As 
stated in the preface, the book was completed in 1936 but because 
of several misfortunes was not published. Although the litera- 
ture for 1936 to 1947 was added by Mr. Morrison, it is not as 
thorough as previous to 1936. Of some thousand references, 
only 3 per cent are after 1936. Almost 100 pages are devoted 
to oral vaccination with BCG. The next in order of space 
allowed were typhoid and bacillary dysentery, vaccination against 
common colds (using the common organisms found in the nose 
and throat but not viruses). Of historical interest, oral vaccina- 
tions have been tried against smallpox, pneumonia, measles, septic 
wounds, hay fever, poison ivy, tetanus, snake venom, etc. 

The sum of this review is that experimentally in animals and 
man there is probably no doubt that a certain amount of absorp- 
tion of antigen does take place by way of the gastrointestinal 
tract, as well as the other avenues mentioned. But the regu- 
larity and degree of absorption and the state of the antigen after 
absorption are not consistent or reliable. For example, in BCG 
by mouth, such heroic doses as 200 mg. in children two months 
to fourteen years of age gave a positive tuberculin reaction after 
one year in 68.5 per cent of cases. This reactivity decreased 
progressively. In some 1417 newborn infants vaccinated with 
BCG by the multiple puncture, parenteral method, some 99.7 
per cent reacted to tuberculin after four to five weeks, and 9 
per cent remained positive after four to four and one half years. 
In children and young adults after use of this method, 90 per 
cent will have positive reactions to tuberculin in two weeks. 
The authors fail to mention this method and give too few results 
of other methods in comparing the values of the relative methods. 
From both the experimental and the clinical standpoint, BCG 
vaccination by the parenteral route is decidedly more effective 
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in the rapidity of development and the degree and duration of 
immunity than the oral route. The efficiency of parenteral 
yaccination against typhoid, pneumonia, smallpox and dysentery 
is likewise much greater by the parenteral than by the oral 
route. 

Although a certain degree of immunity can be achieved by oral 
route, the rapidity of the development of immunity and degree 
of immunity is decidedly in favor of the parenteral route. As 
to the ease of administration, ostensibly the oral route has an 
advantage but, since multiple doses are required for vaccination 
by the oral route and only single doses can be effective for 
parenteral vaccination, from a public health standpoint the 
parenteral route is the one of choice. The Pickett-Thomson 
Research Laboratory is a commercial biologic laboratory inter- 
ested in oral vaccines. 


Microbes Militant: A Challenge to Man: The Story of Modern Pre- 
ventive Medicine and Control of Infectious Diseases. By Frederick 
Eberson, Ph.D., M.D., F.A.A.A.8., Assistant Chief, Laboratory Service, 
Veterans Administration Medical Teaching Group, Kennedy Hospital, 
Memphis, Tennessee. A Revision of “The Microbe’s Challenge.” Second 
edition. Cloth. Price, $4.50. Pp. 401, with illustrations. Ronald Press 
Co., 1) E. 26th St., New York 10, 1948. 


An excellent job of orientation for the general public has 
been done in this volume, one of the Humanizing Science Series. 


The book, representing a revision of an earlier publication, 
“The Microbe’s Challenge,” tells the story of preventive medi- 
cine from its earliest days, when Koch, Pasteur, Lister and 
other pioneers fought what must have seemed at times a hope- 
less battle to break away from ignorant beliefs and supersti- 


tions, down to development of modern concepts and practices. 

Difficult as it is to come to a full stop or make any final 
statements regarding preventive measures in the rapidly shift- 
ing battleground of medicine today, Eberson almost without 
exception has given an accurate report on advances by science. 
The possible future is portrayed conservatively but with full 
appreciation of the many difficulties still remaining. As he 
states in his conclusion, “And now we are again at the Gate 
of Resistance opened by Louis Pasteur when he started out on 
his first journey.” The thought behind that statement is not one 
of futility, but rather that our battle with microbes is never 
ending. 

The review is done in an easy, intimate style that makes its 
reading a pleasure. Unusual words are always defined graphi- 
cally when first used, and an excellent glossary provides addi- 
tional assistance along those lines. 

Also adding greatly to value of the book for those who may 
be interested in historical aspects of medicine is a special index 
of authors and personages and an extensive compilation of vol- 
umes suggested for additional reading. Twenty-six illustra- 
tions, many of them of great historical interest, are contained 
in the book. 

Thought-provoking aspects of modern medicine are high- 
lighted in many of the thirteen chapters, among which may be 
mentioned the ones on “Virus Riddles,” “Epidemics to Order” 
and the final chapter, “The Challenge.” 

Undoubtedly the volume will help greatly to promote better 
understanding by the public of what a difficult course phy- 
sicians must follow in their never ending war with death’s 
battalions. Physicians themselves will find it valuable in help- 
ing them to put into understandable language what they may 
be called on to discuss in appearances before lay audiences. 


Vitaminas y Sangre. Por el Dr. Gustavo Pittaluga, Catedratico de 
la Facultad de medicina de la Universidad de Madrid. Biblioteca del 
médico practico, Volumen XXV. Fabrikoid. Pp. 746. Cultural, 8.A., 
Habana, Cuba, 1948. 


This is an extensive review of the literature on the relation 
of vitamins to the physicochemical and morphologic composition 
of the blood in health and disease. A chapter is devoted to the 
methods of determining the amount and kind of vitamins in the 
blood and in the urine. Data dre given on the effects of vitamins 
on nutrition, on the growth of the body and hemopoietic tissues, 
and the effects on disease and physiologic states. The literature 
's Covered fairly well, and the author cites his own experimental 
observations. This is the most complete account of the subject 
available and the book is a valuable reference work for data 
on vitamins in general. 
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Fractures and Dislocations for Practitioners. By Edwin 0. Geckeler, 
M.D. Fourth edition. Cloth. Price, $5. Pp. 371, with 344 illustrations. 
Williams & Wilkins Co., Mt. Royal & Guilford Aves., Baltimore 2, 1948. 

In preparing this edition and bringing the book up to date 
new and approved methods have been added. Emphasis has 
been placed on fundamentals for the student, and only the most 
practical methods have been selected for guidance of the prac- 
titioner. The author continues to recommend one method which 
he considers the simplest and most reliable for the best func- 
tional result. 

The purpose of this book is to condense the subject of frac- 
tures and dislocations. Such a book is intended to fulfil the 
need for a simplified guide to the management of bone and 
joint injuries. 

On account of the increasing frequency and severity of high- 
way accidents physicians should be well informed as to the 
management of injuries. The immediate treatment should be 
in accordance with accepted present day methods. A satisfac- 
tory result for the greater part depends on the intelligent use 
of general principles. 

Although much improvement has been accomplished by the 
use of certain standardized procedures for fractures, the impor- 
tance of individualization should be kept in mind and the form 
of treatment chosen only after a complete examination of 
the patient. 

A small proportion of fractures requires open reduction, and 
for this reason description of operative technic has been limited 
to skeletal traction and subcutaneous leverage. 

The use of plaster of paris is recommended, and plaster tech- 
nic is explained in detail, as this is a form of immobilization 
which can be used universally. Careful follow-up treatment 
is as important as the reduction of a fracture. : 

A practical consideration of the subject will be of distinct 
advantage to the undergraduate in supplementing the course of 
didactic lectures, and the same arrangement will be of value to 
physicians in general practice. 


Conditioned Reflexes and Neuron Organization. By Jerzy Konorski, 
Head of the Department of Neurophysiology in the Nencki Institute of 
Experimental Biology and Professor in the University of Lodz. Trans- 
lated from the Poltsh Ms., under the Author’s Supervision by Stepher 
Garry. Cambridge Biological Studies. General Editor: C. H. Wad- 
dington. Cloth. Price, $4. Pp. 267, with 18 illustrations. The Mac- 
millan Company. 60 Fifth Ave., New York 11; Cambridge University 
Press, Beniley House, 200 Euston Road, London, N.W. 1, 1948. 

This is the most recent publication on neurophysiology and 
is excellent. The author worked for many years under the 
guidance of Pavlov in Leningrad. He has attempted to extend 
the Sherrington conception of the functioning of the nervous 
system to the field of higher nervous activity. This was done 
on the basis of enormous experimental material collected by 
the Pavlov school. Konorski believes that the doctrine of 
Pavlov is not entirely correct and has accepted the Sherrington 
principle of neuron excitation with a few reservations. The 
author has assumed that the elaboration of a conditioned reflex 
consists in the formation of new functional connections in the 
brain. Further, he states that if a combination of excitations 
which results in aplastic change is not repeated a greater or 
lesser regression of this change occurs (atrophy of the synaptic 
connections. Further, he assumes that internal inhibition con- 
sists in the formation of new synaptic connections of an inhib- 
itory character, independently of the already existing excitatory 
synaptic connections. The author hopes that his work will do 
something to abridge the gulf between the Sherringtonian and 
Pavlovian concepts. This book is for the neurophysiologist pri- 
marily but the reviewer feels that it should be in the hands of 
all neurologists. 


The Literature on Streptomycin 1944-1948. By Selman A. Waksman. 
Cloth. Pp. 112. Rutgers University Press, New Brunswick, N. J., 1948. 

This small book is merely a bibliography, without abstracts 
or comment, of the published papers on streptomycin from the 
date of its discovery until late 1948. The references are arranged 
in approximate chronologic order and there is an author and 
subject index. Included in the book is a reprinting of the paper 
which appeared in the Proceedings of The Society for Experi- 
mental Biology and Medicine in 1944 announcing the isolation 
of streptomycin. This book will have usefulness only to those 
working in the field of antibiotics. 
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Queries and Minor Notes 


ANSWERS HERE PUBLISHED MAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NoTticep, Every LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


Tue 


TREATMENT OF ALCOHOLIC MENTAL DISORDERS 
To the Editor:—A 42 year old white collar worker, a known alcoholic addict, 
suddenly became extremely agitated and wildly violent. Seventy-two 
hours after the onset of this acute excitement, while under restraint, the 
patient suddenly died. 

Assuming that the physical and neurologic status was essentially nega- 
tive just prior to this sudden death, following shortly after a violent 
struggle, what might have been the probable cause of death? What is 
the accepted and recognized treatment of a known alcoholic addict who 
suddenly becomes psychotic, and who are the authorities? 

Leon Freedom, M.D., Baltimore. 


Answer.—Brains of patients who have died from acute alco- 
holism reveal acute edema of the brain substance. Chronic 
alcoholic addicts are more likely to have subdural hemorrhage 
associated with vitamin C deficiency or from trauma (Alexander, 
L.: Quart. J. Stud.-on Alcohol 2: 260-262, 1941). ae 

The symptoms enumerated in this query are insufficient to 
classify the type of alcoholic psychosis. The history, of course, 
suggests delirium tremens. The diagnosis for this condition 
would have strengthened by further observations of evidence of 
visual hallucinations and tremor. However, it must be remem- 
bered that delirium tremens usually develops in alcoholic addicts 
who have had acute infections or trauma, and that uncomplicated 
delirium tremens probably is never fatal when cardiac factors 
are taken care of (Bowman, K. M., and Jellinek, E. M.: Quart. 
J. Stud. on Alcohol, 2: 312-390, 1941). ; 

Korsakoff’s psychosis is characterized by anterograde amnesia, 
confabulation, usually polyneuropathy, associated with nutritional 
deficiencies but may be ushered in with delirium tremens. Mor- 
tality rates of from 25 to 50 per cent have been reported but 
these figures should have a favorable revision when vitamin 
therapy is used. 

The history in this case does not justify a diagnosis of alco- 
holic hallucinosis. This type of psychosis is probably schizo- 
phrenia in an introverted alcoholic addict. The mortality is low. 

The treatment of alcoholic mental disorders is given on pages 
350 to 356 in the cited article by Bowman and Jellinek. They 
cite the methods and results of treatment used by forty-six 
authors. The principles of treatment are summarized as follows : 

1. Withdraw alcohol abruptly. 

2. Give sedative medication 

morphine condemned. 

3. Omit restraints unless absolutely necessary. 

4. Give carbohydrates in large quantities. ; 

5. Administer sodium chloride in an attempt to combat dehydration and 

to restore normal acid base equilibrium. 

6. Provide a high calory, high vitamin diet. 

7. Force fluids. 

8. Do lumbar punctures for diagnostic purposes only. ie 

9. Treat complicating and precipitating factors with specific therapy. 

10. Give psychotherapy according to the needs of the patient. 


judiciously, paraldehyde preferred, and 


Probably the most satisfactory additional treatment is the 
use of dextrose with insulin (Vassaf, E. G., and Hall, V. R., Jr. : 
Tonic Effect of Insulin in Acute Alcoholism, Arch. Neurol. & 
Psychiat, §8: 94-97 [July] 1941. Thimann, J., and Peltason, P.: 
Ouart. J. Stud. on Alcohol 7: 506-517, 1947). 


PARTIAL PRIAPISM 
To the Editor:—Please discuss treatment of partial priapism in a 30 year 
old man; penis is maintained in a constant semierect position. At inter- 
course penis assumes a more erect position but still is below normal. 
Prostatic examination and laboratory findings are negative. Symptoms 
began four months ago after a moderately severe blow in the perineal 
area. M.D., California. 


Answer.—This condition may well be a partial priapism 
due to thrombosis of one or both corpora cavernosa following 
trauma to the perineum. This would account for the constant 
semierection and also the incomplete erection of the penis during 
intercourse. 

If pain is associated and the priapism progressive early 
surgical incision of the involved corpora and evacuation of 
clotted blood and thrombi is indicated. However, the elapsed 


time of more than four months probably contraindicates this 
treatment in this specific case, since the thrombosis does not 
appear to be progressive and organization of the thrombosis 
occurring at the time of trauma surely would be nearly com- 
plete by this time. 


? L& 
MINOR NOTES 
CIRCULATION TIME TEST 

To the Editor:—Of what value is the rapid intravenous injection of calcium 
gluconate in determining the efficiency of circulation in a moribund 4) 
year old man? In this patient congestive heart failure developed after 
rheumatic fever in childhood. He had a cor bovinum. Three months prior 
to this test he had complete decompensation with some edema, enlarge- 
ment of the liver and moisture in the lungs. He was treated by mercurigi 
diuresis, six weeks’ hospitalization, and careful digitalization. He recoy- 
ered, but a second break in compensation occurred three months later. 
The test was performed at 6 p. m. Twelve hours later he died. It is my 
opinion that substances like calcium gluconate if administered 
would cause a speed shock. This patient had a fibrillating pulse of 130 
at the time the test was done. It took thirty seconds to produce a hot 
flash and a tingling of the upper lip. Is there any justification for this 
test in a patient in such a precarious condition? Is the test of material 
value? Is it safe to inject calcium gluconate at the same speed as 
oxophenarsine hydrochloride? Hyman J. Schorr, M.D., Chicago. 


ANSWER.—Measurement of the circulation time is often a 
valuable aid in the differentiation of heart failure from such 
conditions as bronchial asthma, emphysema, hepatic enlarge- 
ment or edema of other pathogenesis. In the case cited meas- 
urement of the circulation time would probably be of little 
practical value, for the clinical picture unequivocally bespeaks 
heart failure. 


There appears to be no obvious reason for connecting the 
injection with the death that occurred twelve hours later. 
Calcium gluconate may be injected at the same speed as 
oxophenarsine hydrochloride. It should not be injected intra- 
venously into a digitalized patient because of the danger of 
synergistic action. 


INTRAUTERINE RADIATION 
To the Editor:—\is it true that the Friedman test at or after menopause 
will frequently be false positive in result? Please explain. What is the 
mechanism of hemostasis in the intrauterine use of radium for metror- 
rhagia? Is the amenorrhea produced by 2,500 milligram-hours, for example, 
due to endarteritis of the endometrial vessels or to the depressing effect 
on the ovary or both? M.D., California. 


ANSWER.—A positive reaction to Friedman test, like a positive 
Aschheim-Zondek reaction, depends on the presence in the 
urine of large amounts of luteinizing hormone. Urine from 
pregnant women contains a large amount of this hormone 
and when injected into a rabbit brings about the formation of 
corpora lutea or corpora hemorrhagica in the ovaries of the 
rabbit. Occasionally the urine of women in the menopause 
contains sufficient gonadotropic hormone to bring about changes 
in the ovaries of rabbits which may simulate those induced 
by urine from pregnant women or produce changes in the 
ovaries which may be misinterpreted as being due to pregnancy 
urine. 

The action of radium is primarily on the endometrium and 
consists of fibrosis of the intima of the endometrial blood vessels. 
The ovaries are not damaged much because of the distance from 
the center of irradiation. Roentgen therapy, on the other 
hand, produces its favorable effect in cases of uterine bleeding 
chiefly by means of destruction of ovarian function. 


The amount of radiation therapy mentioned in the query— 
namely, 2,500 milligram-hours, is too high. In most cases the 
desired effect can be obtained with 1,200 to 1,800 milligram- 
hours. 


WAR MELANOSIS 

To the Editor:—Sporadic cases of melanosis which develops on the faces 

have reported throughout Japan during and after the 
study of 68 cases in our clinic did not reveal evidence of the 
disease. Cases were common among women between the ages of 18 
4 occurred most frequently among women in the thirties. The 
are symmetric, diffuse and darkly pigmented. Many occurred after 
inflammatory symptoms (itching and desquamation). Lesions occurred 
summer or autumn. It was suspected that the disease might 


; 


tar preparations in cosmetics. Effective treatment is unknown. This 
disease resembles closely Riehl’s melanosis but could not be considered 
identical as it is limited in age and sex. | wish to classify the disease 
in the group of war melanoses and call it “melanosis faciei femineo.” 
War melanosis occurred mostly in the defeated countries in the first 
world war. What is the situation regarding this disease in your 
M.D., Japan. 
ANSWER.—There have been no cases of a similar nature 
reported in this country. The cases seen in Japan are probably 
examples, as the author notes, of war melanosis similar to the 
Austrian Riehl’s melanosis of World War I. The condition 
was attributed to a number or a combination of factors suc! 
as substitute materials in baking, photosensitization and impuft- 
ties in cosmetics. 
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WOUNDS CONTAMINATED BY BERYLLIUM PHOSPHORUS 
To the Editor:—1 have had under my care since the end of February 1948 
a patient who cut his hand on a broken fluorescent electric light globe 
during February. The laceration was in the hypothenar eminence of the 
right hand, on the ulnar border. This laceration was approximately 1 inch 
(2.54 cm.) in width and penetrated into the hand about 34 inch (1.9 cm.). 
Foreign body was not present in the wound. The wound was closed, but 
it soon became obvious that it was not healing properly. Purulent dis- 
charge was minimal. The wound was opened, and gradually a large mass 
of granulation tissue appeared. Repeated probing of the wound did not 
reveal a foreign body. The granulation tissue was cauterized and still 
the wound did not heal. A course of roentgen therapy was given which 
seemed without beneficial effect. About six months after the injury the 
wound seemed to have healed. A mass of what appeared to be rather 
dense scar tissue was present in the hand. At intervals since the wound 
healed it has broken down, discharging only a slight amount of serous 
material. About one month ago | had occasion to see newspaper reports 
from Lorain, Ohio, concerning the discovery of cases of beryllium poisoning, 
apparently the result of the inhalation of dusts from a factory which 
processed the metal. In these reports mention was made of the failure 
of wounds contaminated with beryllium to heal. | then became suspicious 
that the lesion with which | was dealing was not healing because of the 
presence of beryllium on the glass with which the patient was cut. Only 
shortly after these newspaper reports were brought to my attention, a cir- 
cular letter was put out by an association of building managers cautioning 
everyone handling fluorescent tubes to be extremely careful not to be cut 
with the glass from these tubes, because of the possibility that wounds 
thus sustained might not heal properly. My patient saw this report. He is 
now greatly worried that the injury to his hand will cause him permanent 
trouble. As this is an industrial injury | am especially concerned, since 
we anticipate seeing more of these wounds. | have looked in recent 
volumes of the Index Medicus for references concerning this - condition. 
It seems that the pulmonary aspects of beryllium poisoning are the only 
ones which have been discussed. Can you give me any essistance in 
therapy? | have considered operating on this hand, excising the scar tissue 
en masse. Since such surgical treatment would produce a rather marked 
defect in this patient’s hand | hesitate to do it, if eventual healing 
without operation can be anticipated. The patient is not disabled so that 
time is not a factor of great importance. 
C. P. Doane, M.D., Fresno, Calif. 


ANswer. — Although there are many uncertainties in the 
understanding of the nature of beryllium action, it appears 
established that a number of cases of skin injury from broken 
fluorescent lamps have led to cutaneous or subcutaneous granu- 
lomas. Two recent publications are now cited: Skin Lesions 
in Persons Exposed to Beryllium Compounds (Grier, R. S., 
and others: Jour. Ind. Hyg. & Toxicol. 30: 228 [July] 1948) 
and A Beryllium Case (Shook, C. F., and Powell, J. P.: Jndust. 
Med. 17: 403 [Oct.] 1948). The present consensus is that these 
granulomatous areas of the skin and subcutaneous tissues should 
be excised where practical. For diagnostic purposes the excised 
tissues should be examined in microscopic section for the char- 
acteristic features well described by the Grier group. At the 
same time other portions of the specimen should be examined 
spectroscopically for indications of the presence of beryllium. 
Wider experience, within the near future, may warrant more 
conservative treatment, but at this time surgical intervention 
appears essential. Within the past few months some, or all, 
fluorescent lamp manufacturers are said to have discontinued 
the inclusion of beryllium phosphors as a luminous factor. If 
true, this type of serious injury may be expected to disappear. 


PROGNOSIS IN ERYTHROBLASTOSIS 
To the Editor:—A married woman, 27 years of age, has been extremely 
nervous and depressed since the death of twins from erythroblastosis the 
day following their birth in July 1948. This was her first pregnancy. 
The mother is Rh negative and the father Rh positive (heterozygous). 
The laboratory report on the mother and father taken after the death 
of the twins showed that the mother was Rh negative and immunized, as 
indicated by the presence of blocking antibodies the titer of which was 
1:32. This case was considered most unusual, since the first pregnancy 


erythroblas: 
chances of its surviving under the best of care? 


Answer.—Rh-Hr testing is delicate and errors are notori- 
ously frequent except in a few central Rh testing laboratories. 
The titration of Rh antibodies is a difficult matter; the method 
has an intrinsic error of at least 100 per cent, and results 
from different laboratories can hardly be compared in view of 
the different methods of titration used. The query states that 
the husband is Rh positive (heterozygous). This statement is 
fully justified only if tests have been done on the husband's 
parents and one of them has been found to be Rh negative. 
If the statement is based on tests of the husband’s blood alone 


MINOR NOTES 1047 


—for example, the finding that he belongs to type Rhirh (type 
Rh, hr’ positive), the assumption that the husband is hetero- 
zygous may be incorrect. Assuming that the titration of “block- 
ing” antibodies has been correctly done, the evaluation df the 
titer is still not possible, since the method of titration is not 
specified—whether by the blocking method, plasma congluti- 
nation method, albumin-plasma conglutination method, anti- 
globulin technic (or developing technic). A titer of 32 units 
by the original blocking technic would correspond to the phe- 
nomenally high titer of about 1,000 units by the albumin-plasma 
technic or “developing” test. A titer of 32 units by the albumin- 
plasma technic often spells an unfavorable prognosis. 

1. The length of time which it takes for antibodies to dis- 
appear depends mainly on the titer. When the titer is high, 
e. g., 1,000 units, the antibodies will as a rule persist for life, 
though there is a gradual decline in titer with time, and such a 
woman when she bears an Rh-positive fetus is usually doomed 
to have an early stillbirth. If the antibody titer is low, e. g., 
only 4 units, the antibodies may no longer be demonstrable in 
the patient’s serum after a lapse of two years or longer. 


2. The probabilities of having a normal infant depend mainly 
on the probabilities of carrying an Rh-negative fetus. If the 
husband is heterozygous then there is a 50 per cent chance of 
having an Rh-negative baby which would be free of eythro- 
blastosis. If the husband is homozygous, then every baby will 
be Rh positive and subject to the effects of the maternal Rh 
antibodies. However, even an Rh-positive baby may prove to 
be normal when the titer of the maternal Rh antibodies is low. 
Actually, such babies are usually really erythroblastotic with 
“coated” red cells, but the manifestations are so mild that 
without the aid of careful laboratory studies the babies are 
passed as normal. 

3. The chance of an erythroblastotic baby’s surviving depends 
primarily on the height of the maternal antibody titer, though 
there are other factors of unknown nature which seem to affect 
the outcome. If the maternal titer of univalent Rh antibodies 
is high and present from the beginning of pregnancy, the fetus 
will probably die in utero before reaching the period of viability. 
If the titer is low, the baby can usually be carried to term and 
then may be saved by treatment with repeated transfusions of 
Rh-negative blood or by exchange transfusion. With higher 
antibody titers premature delivery and treatment by exchange 
may be necessary to save the baby. If the titer is low initially 
but suddenly rises to a high level after the fetus reaches the 
period of viability, the baby may still be saved by prompt 
delivery and immediate treatment by exchange transfusion. 
Each case must be individualized, but the history of a still- 
birth or neonatal death from erythroblastosis is always a serious 
prognostic omen for future Rh-positive babies. 


ICHTHYOSIS 
To the Editor:—A 10 year old white boy is essentially in good health except 
for ichthyosis, which he has had since birth. He has a family history of this 
dermatologic condition. Please outline a plan of treatment including new 
tic measures. Bernard M. Ailts, M.D., Sweetwater, Texas. 


ANSWER.—Mild cases sometimes clear up at puberty; others 
sometimes respond to the administration of vitamin A, and a 
few may respond for a time to the administration of thyroid 
substance. The skin should be anointed with a mixture of 1 
or 2 per cent salicylic acid or 3 per cent sodium chloride in 
an oily base. The bath water should be softened by the addi- 
tion of a starch preparation; the patient should use a mild 
soap or a soap substitute, and his clothes should be heavy 
enough to keep the body warm. 


THERAPY OF HERPES ZOSTER 
To the Editor:—What is the value of vaccination for herpes zoster? 
M.D., Wisconsin. 


ANSWER.—A specific treatment for herpes zoster is lack- 
ing. Many forms of therapy have been successful in numerous 
cases, but not in all cases. Vaccination is not effective. Before 
vaccination is used the following forms of treatment are recom- 
mended in the order named: (1) During acute stages one should 
apply soothing substances to the lesions, such as calamine lotion 
or powders. (2) Intramuscular injections of pituitrin may cure 
the patient or give considerable relief of pain. (3) Roentgen 
therapy has given many patients relief. (4) Cobra snake venom 
in doses of 1 cc. injected intramuscularly daily for ten to four- 
teen days. (5) Sympathectomy has been effective in postherpetic 
neuralgia of the face. 
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DRUGS IN HEART DISEASE 
To the Editor:—Please describe the use of alpha-tocopherol, papaverine 
hydrochloride and myanesin® in the treatment cf coronary and arterio- 
vaséular disease. Irwin 1. Lubowe, M.D., New York. 


Answer.—Alpha-tocopherol is without benefit in the treat- 
ment of coronary or peripheral vascular disease. 

Papaverine is used orally (100 to 200 mg. four times a day) 
or intravenously (65 to 100 mg.) for relief of pain in coronary 
insufficiency and coronary thrombosis. It is of value in sup- 
pressing ectopic pacemakers especially in coronary disease. 
It has also been shown to be of benefit in the treatment of 
massive pulmonary embolus with cor pulmonale (30 to 100 
mg. intravenously injected slowly over one to two minutes) 
and in arterial occlusion (intravenously or intra-arterially 
proximal to the occlusion). It has no place in the treatment 
of chronic arterial disease. 

Myanesin® (3-ortho-toloxy-1, 2-propanediol) is not a cardio- 
vascular drug. Improvement following its use in the post- 
hemiplegic state is on a neuromuscular, not a vascular basis. 


INDUSTRIAL EXPOSURE TO LEAD 

To the Editor:—is there a method of preventing the symptoms of lead 
poisoning in those exposed to lead, for example workers in the storage 
battery industry. The avérage blood lead is 0.079 mg. per hundred cubic 
centimeters and the urinary lead excretion 0.123 mg. daily. Clinical symp- 
toms are absent. The usual industrial safety measures are being observed. 
Can dicalcium phosphate or any other medication be employed to prevent 
the development of clinical symptoms? 

Arnold Stanton, M.D., Richmond Hill, N. Y. 


Answer.—The figures cited are not necessarily indicative of 
an intake of lead into the body. As high as 0.13 mg. in 100 cc. 
of blood has occurred in normal persons. Usually no signifi- 
cance is attached to a blood content less than 0.08 mg. per 
hundred cubic centimeters. As to the urine, the figure cited 
is with respect to the total daily output rather than to any 
fixed urinary quantity such as a liter. Customarily, any lead 
excretion below 0.1 mg. per liter is regarded as of questionable 
significance. If, in the present situation, abnormal quantities of 
lead are present, prevention of prospective damage may best 
be averted by further diminution in exposure. In the battery 
industry and particularly with respect to battery plate work, 
some lead may be present in the air. This may be inhaled, and 
some may be present on hands and garments and thus carried 
into the mouth. In this industry, any amount of mechanical 
protection is insufficient in the absence of intelligent workers and 
personal cooperation. Routine use of drugs ‘or other chemicals 
is not regarded with favor in the prevention of lead poisoning 
among those harmfully exposed. Some merit may exist in well 
balanced diets, including milk as one item, and the avoidance 
of respiratory infections and alcoholic bouts. Shift in work 
duties for workers in whom lead poisoning appears imminent 
may be desirable. However, best results may be expected from 
the full elimination of significant exposure. 


OXYGEN EXCLUSION TEST IN CORONARY DISEASE 


To the Editor:—Please comment on the reliability of the oxygen exclusion 
test for the determination of the presence of coronary spasm, angina. 
if the reaction to the test is considered negative can one exclude angina 
as being due to coronary spasm? Is the test accepted by cardiologists 
and insurance companies? M.D., West Virginia. 


ANsSWER.—The oxygen exclusion test for coronary heart 
disease is reliable if positive, provided one follows the criteria 
laid down by Dr. Robert Levy (Levy, R. L.; Patterson, J. E.; 
Clark, T. W., and Burenn, H. G.: J. A. M. A. 117: 2113 [Dec. 
20] 1941) and Patterson, J. E.; Clark, T. W., and Levy, R. L.: 
Am. Heart J. 23: 837 [June] 1942). Coronary heart disease, 
however, can be present in the face of negative reactions; for 
example, in old myocardial infarction. During the test there 
may be slight changes in the electrocardiogram not due to 
coronary heart disease. These, as a rule, can be readily differ- 
entiated from the findings with a positive reaction to the test. 


OVEN STERILIZATION 
To the Editor:—When advising patients to sterilize dressings in the oven 
what is the optimal temperature and time to be recommended? 
Walter Weinberger, M.D., Altoona, Pa. 


ANswer.—Sterilization by dry heat is effected at a tempera- 
ture of 302 F. (150 C.) for one hour. The period of exposure 
is measured from the time the temperature reaches 302 F. 
Avoid higher temperatures to prevent charring of materials. 


MINOR NOTES 


TESTOSTERONE IN HYPOGONADISM 


To the Editor:—\ have used testosterone for hypogonadal patients with 
apparently good response to treatment. Is there danger that cancer will 
develop in the genital tract or elsewhere because of the use of repeated 
doses of this preparation? It has been suggested that testosterone inhibits 
the normal functioning of the testicles, making continued use of testos- 
terone necessary. Does the evidence support this latter statement? 

M.D., lowa. 


ANswer.—Experimental or clinical evidence is lacking to 
support the hypothesis that testosterone given to hypogonadal or 
climacteric males as replacement therapy will—in the absence 
of preexisting carcinoma in the genital tract—act as an etiologic 
agent in producing carcinoma there or elsewhere in the body. 
One should rule out as much as possible carcinoma of the pros- 
tate in those patients receiving this drug and carefully note any 
changes in the prostate which may be suggestive of cancer by 
frequent rectal examinations throughout the course of such 
therapy. In the event of suspicious changes of the prostate 
rectally, testosterone should be discontinued. 

It is generally recognized that testosterone does not stimu- 
late spermatogenesis. On the contrary, in patients with normal 
spermatozoa counts prolonged use of testosterone may induce 
azoospermia. This supports the physiologic concept that use 
of a hormone secreted by a gland of internal secretion tends 
to inhibit the function of that gland. Testosterone therapy 
therefore should be restricted to those patients in the climacteric, 
the true hypogonadal patient in whom the gonadotropic pituitary 
factor is of no value, or as a possible therapeutic test in differ- 
entiation of true hypogonadism from anxiety states. 


TUBERCULOSIS AND COCCIDIOIDOMYCOSIS 


To the Editor:—Iin Queries and Minor Notes (the Journal, January 1, p. 68) 
the following answer is given: ‘“‘Coccidioidemycosis has been found in 
practically every part of the United States in persons who have not left 
these areas. There are certain parts of the country where the disease has 
a high incidence; namely, the desert regions of the West and the valley 
regions of California. The infection is common in these areas and rare 
in other regions of the country.” 

The of the answer, which probably does not convey the intent 
of the author, undoubtedly was to emphasize that the infection may 
be encountered in any physician’s practice. It is true that the literature 
is confused by cases as coccidioid in which diagnoses were 
erroneous. For instance, 1 human and 1 animal case reported as originat- 
ing in Canada most certainly were not coccidioidal. , cases 
reported as originating in various areas of the United States merely 
excluded association with the endemic area of the San Joaquin Valicy of 
California. The broader endemic area indicated below was not compre- 
hended and thus not excluded. 

Few diseases occur in which there are such sharply defined endemic areas. 
Except in laboratory infections, one should be able to trace an association 
of bona fide coccidioidomycosis with an endemic area. 
is probably because of some exotic association which is 
oversight is easy, for infections have been acquired 
and train travel through endemic areas or by handling dusty clothing or 
dusty products contaminated with the spores of the fungus. 
States, as is indicated in the answer, it is the arid Southwest. 
includes western and southern Texas, southern New Mexico, probably the 
southwestern corner of Utah, the southern tip of Nevada, 
southern Arizona, the southern San Joaquin Valley of California and 
spottily the adjacent counties including arid areas in southern California 
as well as the eastern section of coastal counties which border the San 
Joaquin Valley. Thus, “the valley regions of California” is not accurate 
either, for most Californian valleys are not involved. For instance, even 


Charles E. Smith, M.D., San Francisco. 


ENCEPHALITIS IMMUNIZATION 

To the Editor:—My attention has been called to a brief answer you have 
given to a question listed on page 1130 of the issue of The Journal dated 
Dec. 11, 1948, under the title “Encephalitis Immunization.” 


by to 
which the human vaccination procedures actually immunize is known, but 
they do amplify your answer. 

John R. Paul, M.D., Yale Univ. School of Medicine. 


the northern port of the San Joaquin Valley and all the contiguous Sacra- 
mento Valley are not endemic areas. 
Knowledge of the endemic areas is useful in suggesting the inclusion of 
coccidioidomycosis in differential diagnosis. 

states that “immunization against the Japanese type of encephalitis is 
still in the stoge of animal experimentation and has not been applied to 

. human beings.” 
Although the first part of this answer may be more or less correct, the 
i second part does not take into account the extensive attempts to immunize 
against the disease which have been carried out by the U. S. Army in 
: Japan and Okinawo. Dr. A. B. Sabin has reported, in the issue of The 
Journal dated Feb. 1, 1947, pages 281-293, in his summary that Japanese 
B encephalitis mouse brain vaccine was administered to 60,000 to 70,000 
of the military personnel stationed in the northern part of the island 
(Okinawa), in 1945. 
1 should also call your attention to War Department Technical Bulletin 
181 published on April 6, 1947 entitled “Japanese B Encephalitis,” which 
describes the vaccination for human beings in this disease. 
1 do not claim that these comments of mine answer the question asked 


